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From time to time, as occasion has arisen, we have attempted 
a classification of the therapeutic results obtained in the cases of 
general paralysis to whom we have applied the malaria treatment 


TABLE I. 
CLINICAL RESULTS IN THE MALARIA TREATMENT OF GENERAL PARALYSIS. 


106 MALES WHO COMPLETED TREATMENT BETWEEN JUNE I5, 1923, AND 
DECEMBER I5, 1925. 


Per cent. 
During the course of malaria................ 7 6.5 
Died 1-6 weeks after final paroxysm.............. 6422 5.6} 20.8 
2-11 months after malaria................... 9 8.5 
13 12.3 
106 100.0 


during the past three years. Table I presents such a classification, 
made on March 15, 1926, and based upon 106 patients who com- 


* Read in part at the eighty-second annual meeting of The American 
Psychiatric Association, New York, N. Y., June 8, 9, 10, 11, 1926. 
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pleted their course of malaria during the period beginning June 15, 
1923, and ending December 15, 1925.’ A tabulation of this sort 
is rendered purely provisional, however, by the fact that certain 
patients in each group (except that of the full remissions) fail 
in the course of the further lapse of time to maintain the status 
previously attained by them, so that these patients have at a later 
date to be placed in a group lower than that which they at one 
time seemed to merit; while it has also occasionally happened that 
further clinical improvement in a patient has taken place sub- 
sequent to the post-treatment period of three months during which 
it has been our usual experience to observe very nearly the maxi- 
mum amount of improvement which the given patient is to achieve 
as a result of the malaria treatment. Such a tabulation, in a 


TABLE II. 
Types oF CLINICAL RESPONSE TO THE MALARIA TREATMENT. 
Period of 
observation, 
months. 
I. Treatment without influence.................. 13 
A. Progressive decline, with death............ 2 
B. Brief stationary period, then decline....... II 
1. With subsequent death................. 3 


word, presents the situation only as it exists at a given moment—a 
cross-section, as it were, of our experience. But in considering 
the various types of response to malaria treatment it seems desir- 
able, rather, to view the same material in longitudinal section by a 
survey of the actual post-treatment course of events in these same 
patients. So regarded, our cases fall rather naturally into the 
three groups of (1) those in whom the treatment has apparently 
been without any effect whatever; (2) those in whom such re- 
sults as seem to have been attributable to the treatment have been 
of a more or less temporary character only ; and (3) those in whom 
the therapeutic influence, whatever its degree, has appeared to per- 
sist essentially unmodified up to the present time. 

The first of these three groups, as is indicated in Table II, may 
be divided into those patients who pursued a steady downward 


*Bunker, H. A., Jr., and Kirby, G. H.: The Malaria Treatment of 
General Paralysis: A Second Report. Arch. Neur. and Psychiat., August, 
1926, vol. 16, p. 182. 
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course, shortly ending in death, practically from the time the course 
of malaria was completed (two cases), and those in whom the 
downward turn took place after a very variable period during which 
their condition was to all appearances stationary (11 cases). Both 
of the two patients who ran an especially unfavorable course are 
to a certain extent of special interest—one of them because at the 
time he underwent the course of malaria, which was his second, 
he was already in a state of relapse from a slight though definite 
remission following his first course of fever therapy some seven 
months before; the other, because though appearing to have a 
malignant form of paresis, as suggested by its rapidly progressive 
course, he nevertheless showed at necropsy typical pathological 
findings of the slightest possible intensity. Of the 11 other patients 


TABLE III. 
Types oF CLINICAL RESPONSE TO THE MALARIA TREATMENT. 
Period of 
observation, 
months. 
A. Slight but definite improvement.......... 8 
1. Followed by decline and death......... 3 
B. Considerable improvement ............... 6 9-27 


in this group, three have also died, but in these death took place 
rather suddenly after a seemingly stationary period of some three 
to four months’ duration. The remaining eight patients are still 
living. Five of these, treated seven to thirteen months ago, have 
apparently retrogressed at a scarcely perceptible rate ever since 
the completion of their course of malaria; but in one patient, as 
in three of those who died, an essentially stationary condition of 
eight months’ duration preceded his rather abrupt turn for the 
worse, and in two cases a similar fairly abrupt change occurred 
after a conspicuously stationary period of 22 and 26 months, 
respectively. We may accept, then, that the malaria treatment ex- 
erted no beneficial effect in at least 13 patients, or in 14 per cent 
of the 93 patients in this series who survived the treatment by 
more than two months. 

The second group of cases (Table III), consisting of those in 
whom the malaria treatment appeared to bring about, in varying 


| 

t 

e 

a 

f 

n, 

-a 

1g 

a 

ne 

he 

ly 

re- 

en 

m 

er- 

lay 

ird 
of 


208 = RESPONSE IN MALARIA TREATMENT OF PARALYSIS [Oct. 


degrees, a temporary improvement, may reasonably be further 
subdivided into those patients whose improvement was relatively 
slight yet perfectly definite (in three of these eight cases the sub- 
sequent decline was later followed by death), and those whose 
improvement was sufficiently well-marked to deserve the term 
moderate remission (six in number) ; while into this category of 
“temporary” results there falls but one patient who had previ- 
ously achieved a full remission. 

Among the eight patients who registered only a relatively slight 
improvement as the maximum therapeutic effect, it is rather curi- 
ous that this improvement was somewhat more conspicuous, on 
the whole, in the three patients who died within four months of 
their period of improvement than it was in any of the five who 
are still living after an interval of 12 to 21 months after the 
completion of treatment. On the other hand, the duration of the 
improvement was rather shorter among those who died later than in 
those still alive, since in the former this duration was only three, 
five, and eight weeks, respectively—in the latter it ranged from 
five months to one year. 

The patients who achieved a moderate remission which was not, 
however, of an enduring character make up a somewhat arbitrary 
category in that five of the six individuals here considered attained 
what was at one time regarded as a fairly complete remission, 
lacking at the time only the test of ability on the patient’s part 
to resume his former occupation to place their cases in the class 
of full remissions; and they are now classed as moderate remis- 
sions more because of the temporary character of their improve- 
ment than because they failed to exhibit the complete degree of 
insight and the absence of noteworthy residual defect symptoms 
(save to some extent in the emotional sphere) which have char- 
acterized the patients who are regarded by us as having attained 
a full remission. In the sixth patient, on the other hand, the im- 
provement, although very considerable, was at no time sufficient 
to raise the question of a full remission; his subsequent decline, 
after an improvement of about four months’ duration, was of a 
gradual character as compared with that of the five patients just 


referred to, and has now continued progressively for the past eight 
months. 
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In three of the six patients in this group the improvement was of 
only some two months’ duration ; in one it was four months ; in one, 
nine months; and in one, thirteen months. In five patients the 
period of improvement terminated with some abruptness. The 
eventual retrogression took the usual form of a recrudescence of 
the conventional mental symptoms in three cases; but in three 
individuals the relapse might be said to have been of a purely affec- 
tive character. It is perhaps worth noting in passing that in one 
of these latter the original psychosis was replaced, after an inter- 
val of some three months, by a syndrome of agitated depression 
with hypochondriacal ideas, without demonstrable intellectual im- 
pairment or the loss of insight into his previous mental condition ;* 
in the second case, a typical depression with retardation, ac- 
companied by two attempts at suicide, made its appearance some 
two months after his remission had become well established; the 
third patient, whose remission was of the most genuine description 
save for some residual memory defect, continued to manifest doubts 
and fears on the score of his efficiency at work until, nine months 
after the inception of his remission, he committed suicide in a 
sudden and apparently more or less unpremeditated manner.’ It 
is not surprising to find that two of these patients were very 
definitely of the so-called “ manic ” type of general paralysis, while 
the third stood on. the indefinable borderline between the expansive 
and the manic type. 

Two of this group, it may be of interest to mention, have rather 
more than regained their previous mental status as the apparent 
result of some 24 injections of tryparsamide; the other four pa- 
tients have received no additional treatment. 

A word will suffice regarding the single patient who achieved 
a full remission of considerable duration, only to show certain 
evidences of retrogression at the end of exactly two years. These 
evidences, which had their inception about five months ago, have 
consisted principally of irritability, some tendency to stumbling 
speech, and the making at times of rather inconsequential and 
childish remarks. Into their presence the patient has only very 
partial insight, while he retains perfect insight into the fact and 
nature of his previous psychosis. The patient has been able, how- 
ever, to continue at his occupation with undiminished efficiency, 


® This case is given in full in the reference already cited (footnote 1). 
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in spite of the symptoms which constitute, one could fairly say, 
a relapse of lesser degree than in any of the patients already 
considered. 

The final group (Table IV), is made up of those patients in 
whom the effect of treatment, whatever its degree, has been a 


TABLE IV. 
Types or CLINICAL RESPONSE TO THE MALARIA TREATMENT. 
Period of 
observation, 
months. 
65 
A. Unimproved but stationary............. 18 7-35 
B. Slight but definite improvement.......... 2 II-19 
C. Considerable improvement ............. 9 7-24 


permanent one—permanent, that is, of course, in the sense that 
it has persisted up to the present time without any evidence of 
retrogression. It is true that if the entire series of cases is con- 
sidered, there will be included twelve (out of the total of 93) in 
whom this “ permanent” status has persisted for less than a year 
(4. e., seven to eleven months). Such a period is clearly not only 
altogether too brief to make possible even a provisional classi- 
fication of such cases, but it is a question whether even a period 
of observation two years in length or somewhat more is sufficient 
to justify the rather sweeping inference that these patients differ 
fundamentally in their type of response to the malaria treatment 
from those in whom the response has been of a more or less transi- 
tory character. Fully acknowledging the great probability that 
with the further passage of time the “temporary” group will 
grow considerably larger and the “ permanent ” group proportion- 
ately smaller, let us only state, then, that of the 65 patients now 
placed in this latter category, 25 have been under observation for 
two years or longer, and have as yet shown no slightest evidence 
of falling below the level which they reached shortly after the com- 
pletion of treatment. 

With reference to the total group of 65, we feel, moreover, that 
in addition to the patients showing various degrees of definite 
improvement we must include among these “ permanent” cases 
those patients who have maintained a stationary condition through- 
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out the period of observation—patients who, although they have 
made no appreciable gain as a result of treatment, have neverthe- 
less, and contrary to what is eventually seen in many treated and in 
most untreated paretics, become no worse. We approach this 
so-called stationary and unimproved group with special hesitation, 
however, because of the well-known fact that a seemingly stationary 
period of considerable duration is characteristic of numerous cases 
of general paralysis, so that the very existence of this group may 
be an illusion due to prematurity of expression in the matter. On 
the other hand, it is a possibility, perhaps not to be rejected out 
of hand, that in at least a few of these cases the malaria treatment 
has played some part in the more or less prolonged absence of clin- 
ical retrogression. If this possibility should eventually become 
an established fact, then we should have some ground, perhaps, for 
believing that the malaria treatment has been instrumental in caus- 
ing an actual arrest of the disease process in these patients, while 
their failure to show improvement in the mental sphere has been 
largely due rather to the degree of organic damage already done 
than to absence of therapeutic action on the part of the malaria it- 
self. And this is a point of at least theoretical interest, for it 
carries with it the suggestion that, in addition to those individuals 
who seem to possess little or no capacity for response to this form 
of therapy and to those in whom this response is of an apparently 
partial and evanescent character, there are those in whom a failure 
to respond to the treatment in a clinically observable manner may 
be due to adventitious and extra-therapeutic factors and may not 
necessarily indicate the absence of an inherent ability to react to 
the malaria treatment per se. And this is to our minds the central 
problem, after all, involved in the malaria treatment of general 
paralysis—what is this response, of what does it consist, and upon 
what does it depend ? 

To return to our clinical data, we may state that of the 18 
patients provisionally placed in this group of stationary but unim- 
proved cases, all but two have been under observation, since the 
completion of treatment, for more than one year, II for more 
than a year and one-half, and nine for more than two years. 

Of the patients, 1o in all, who achieved a slight but definite 
degree of improvement, we regard only two as having maintained 
their improvement, without any evidence of relapse, over an 
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appreciable period. These two patients completed treatment 11 
months and 19 months ago, respectively. 

A considerable degree of clinical improvement appears to be 
more consistent with an increased period of time over which this 
improvement is maintained; for of the 15 patients classed as hav- 
ing achieved moderate remissions, nine have maintained this status 
to date. In three of these, however, the period of observation has 
been too brief (six and seven months) to justify their inclusion ; 
in the remaining six this period has been of 13 months’ to two 
years’ duration. 

We come to the group of complete remissions, all of whom, with 
one exception, as already mentioned, have so far maintained their 
state of remission to the full. In nine of these 36 patients, how- 
ever, the interval since the completion of treatment has been more 
than seven months but less than a year. This interval has thus 
been more than one year in 27 patients, in 15 of whom it has been 
more than two years and in eight more than two years and one-half. 
From a practical standpoint, this number of patients in whom a 
maximum therapeutic result was achieved, and the length of time 
over which this maximum has been maintained, are the outstand- 
ing features of our experience with the malaria treatment of general 
paralysis. And the extremely high proportion of these patients who 
have as yet given no evidence of retrogressing furnishes rather 
striking support of the suggestion already put forward, that the 
better the therapeutic result obtained the more likely it is to be 
of a more or less enduring character. Indeed, if we compare the 
so-called “ temporary ” with the so-called “ permanent ” cases, we 
find that the ratio of those who evidenced a subsequent decline to 
those who have so far preserved the status quo was as 8: 2 among 
the only slightly improved cases, was as 6:9 among the consider- 
ably improved, and was as I : 36 among the full remissions. 

Among the varieties of response to the malaria treatment might 
logically be included the behavior of the Wassermann reaction in 
the spinal fluid, since this has differed sufficiently in our cases to 
be classifiable in four not altogether arbitrary groups. Table V 
indicates the distribution among these groups of 41 patients who 
have been followed for more than a year subsequent to treatment 
and who have received no further antisyphilitic therapy during that 


vr 


1926} GEORGE H. KIRBY AND HENRY A. BUNKER 213 


period; whence it will be noted that in 13 (or 32 per cent) a 
very considerable modification in the strength of the spinal fluid 
Wassermann took place—to practically completely negative, indeed, 
in eight of these thirteen, while a less well-marked but neverthe- 
less definite change was observable in an additional 26 per cent. 
The difficulty with which any impression can ordinarily be made 
upon the spinal fluid Wassermann reaction in general paralysis 
with anything short of the most intensive antisyphilitic therapy is 
sufficient commentary upon these results. 


TABLE V. 


EFFect OF MALARIA TREATMENT UPON THE WASSERMANN REACTION IN 
THE SPINAL FLuID. 
Alcoholic antigen: + + to +++ in 0.15 cc. 
Cholesterinized antigen: + + + + in 0.15 cc. 
Negative in 0.15 cc.—both antigens. 
++ to +++4 in 0.4 cc—both antigens. 
Alcoholic antigen: negative in 0.4 cc. 
Cholesterinized antigen: negative to + + in 0.4 cc. 
++ to ++++ in 08 cc—both antigens. 
Alcoholic antigen: negative in 0.8 cc. 
Cholesterinized antigen: negative to + + in 0.8 cc. 


When we consider these findings, however, in relation to the 
clinical course and outcome, as in Table VI, we find no very striking 
correlation between the two. We note, it is true, that three of the 
four patients upon whom the malaria treatment was without in- 
fluence were as strongly positive as ever after one and one-half 
to two and one-quarter years, and that all eight of the patients 
who became completely negative belonged among the “ permanent ” 
results, six of these, indeed, having attained full remissions. On 
the other hand, one-third of the “ permanent” cases, and likewise 
one-third of the full remissions within the same group, have shown 
no modification of the spinal fluid Wassermann after a period of 
one to two and one-half years, and a similar proportion of each 
have exhibited only a slight improvement in this respect; while 
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four out of eight stationary but unimproved cases, and two out of 
seven “temporary” cases, have shown a considerable diminu- 
tion in the strength of the Wassermann reaction in the spinal fluid 
after an interval of one and one-half to two and three-quarters 
years. 

Striking as is the influence of the malaria treatment upon a con- 
dition as recalcitrant as the spinal fluid Wassermann in general 
paralysis, in being able to effect (in the course of a year or longer) 
a definite modification of this reaction in 58 per cent of these 


TABLE VI. 


THe WASSERMANN REACTION IN THE SPINAL FLUID IN RELATION TO 
CLINICAL OUTCOME. 


> 
E 
> 
I. Treaiment without influence..... 3 0 7) 4 
II. Temporary results .............. 4 I 2 0 7 
A. Slight improvement ......... 2 I 
B. Considerable improvement ... 1 I I 
III. “ Permanent” results .......... 10 10 2 8 30 
A. Unimproved but stationary... 3 I 2 2 
B. Slight improvement ......... oO I 
C. Considerable improvement ... 1 3 
D. Full remissions ............. 6 5 6 
17 II 5 8 4! 


cases and its practically complete disappearance in 19.5 per cent, 
it is equally conspicuous that no instance of reversal from negative 
to positive, or even of definite increase in the strength of the re- 
action, has so far been observed, even in the patients whose clinical 
improvement has been but temporary. It is perhaps superfluous to 
remark that those patients who have so far shown little or no 
tendency to serological improvement—and in particular those who 
have at the same time attained a favorable clinical result—present 
a question of very special interest. For the ultimate fate of these 
individuals cannot but throw some light on the meaning of the per- 
sistent Wassermann reaction in patients who seemingly no longer 
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have general paralysis in a clinical sense. The eventual outcome 
of such cases may furnish a clue, that is, to the question whether 
such a finding is a definite indication that syphilitic infection of 
the nervous system is still present although latent, with, therefore, 
the potentiality of subsequent awakening into activity, and whether, 
on the other hand, a negative Wassermann in the spinal fluid may 
be interpreted to mean that syphilis, at least of the nervous pa- 
renchyma, has been eradicated, so that the malaria treatment has 
effected an actual sterilization of the patient. With the answer 
to these questions we shall have a more adequate basis than at 
present for judging whether it is unimportant or all-important 
to utilize supplementary specific therapy in order to render serologi- 
cally negative (when they show no “ spontaneous” tendency to 
become so) those of our malaria-treated paretics whom we have 
outwardly “ cured.” 

Of the 36 of the foregoing cases who were Wassermann-positive 
in the blood prior to treatment, 28 (or 78 per cent) have shown prac- 
tically no change in the strength of the reaction in the blood serum, 
two have exhibited an insignificant change (++++ to ++), 
four have become negative with an alcoholic but not with a choles- 
ternized antigen, and two have become negative with both antigens. 

An attempt to evaluate some of the factors which play a part 
in the results obtained by the malaria treatment of general paralysis 
can hardly be made, perhaps, upon the basis of clinical observation 
alone ; yet there are certain clinical observations which are perhaps 
of some interest in serving as an introduction to the problems 
involved. One thinks immediately of the so-called clinical types 
of general paralysis, with the difference in their tendency to spon- 
taneous remission, for example. Accordingly, we have analyzed 
our material from this standpoint and have presented the resuts 
in Table VII. As may be noted, the most conspicuous features 
brought out by this tabulation are the fact that twelve out of the 
thirteen cases in which the malaria treatment was without effect 
were of the simple dementing type, and that within each of the 
other two major groups the simple dementing cases contributed 
rather more heavily to the more modest results than they did to 
the more successful ones. On the other hand, the so-called “ manic ” 
cases not only number 13 examples among the “ permanent” 
results as compared with three among the temporary, but within 
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each of these two groups they occupy only the more favorable posi- 
tions, so that none of the 16 has shown less than a considerable 
degree of improvement. The expansive cases exhibit a more even 
distribution, and thus occupy an intermediate position between the 
other two. The conclusion would seem to be that the clinical type 
plays an appreciable part in determining the therapeutic outcome, 
but nevertheless a part which might probably be overshadowed in 
many cases by the operation of other factors. 

It seems a priori altogether likely that the duration of the disease 
prior to treatment would be of considerable and perhaps decisive 
importance in determining the therapeutic response of the patient. 


TABLE VII. 


“CLinicAL Type” IN RELATION TO THERAPEUTIC OUTCOME. 
Simple Expan- 


dementing. sive. Manic. Total. 
I. Treatment without influence........ 12 I 0 13 
II. Temporary results ...........00045 6 6 3 15 
A. Slight improvement ............ 6 2 0 
B. Considerable improvement ...... rt) 3 3 
C. Full remissions ................ 0 I o 
Ill. “ Permanent” results ............. 30 13 13 65 
B. Slight improvement ............ 2 0 o 
C. Considerable improvement ...... 8 a) 0 


Here, however, we come upon rather difficult ground, for the 
reason that the apparent onset of the disease and its actual onset 
may often be two quite different things—a distinction which one 
cannot always be sure is kept in mind in discussions of the sub- 
ject. If one refers to the first appearance of outspoken mental 
symptoms—of the psychosis per se, in other words—then it is 
easy to date this event with reasonable accuracy in most patients of 
the “ manic ” or of the expansive type ; but in the case of the slowly 
progressive personality change and mental ineptitude which con- 
stitute the course of events in many cases of the simple dementing 
type, it is often a matter of no small difficulty to arrive at the actual 
inception of this process. When this is accomplished, however, 
the duration of the clinical disease prior to commitment turns out 
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almost inevitably to be far longer than in most cases of the other 
types ; so that it is perhaps hardly surprising, on this ground alone, 
that the former, as we have just seen, have a poorer prognosis under 
treatment. At the same time it is true of many cases of the “ manic” 
and of the expansive type that there is a period of prodromata 
which often stands in marked contrast, in point of duration, to the 
period of frank mental manifestations, and which may present 
corresponding difficulties in the matter of the accurate dating of 
its onset; so that in these patients the duration of clinical paresis 
at the time of commitment may often be considerably greater than 
appears to be the case when only symptoms of a more or less 
definitely psychotic character are taken into account. In a word, 
many of the cases of more dramatic evolution, no less than those 
of more insidious development are characterized “ pre-clinically ” 
by a mental symptomatology consisting predominantly of person- 
ality change often and especially at first so slight as to be imper- 
ceptible to all but the intimates of the patient, or by physical symp- 
toms which may be even more difficult to evaluate because some of 
them are so undistinctive in themselves that they can be interpreted 
only in the light of the disease which subsequently develops. Un- 
fortunately, if the actual onset of general paralysis is to be taken in 
these terms, one’s findings will depend almost wholly on the intelli- 
gence and reliability of the informants, and will accordingy be sub- 
ject to large error. We believe, however, that we have been fortu- 
nate enough to keep this error at a fairly low level in the majority 
of our cases,’ and therefore we present in Table VIII an analysis 
of the relation of the therapeutic outcome to the duration of the 
total symptomatology. The results are less conclusive than might 
be imagined ; for, as may be seen, the “ temporary ” cases do not 
differ very significantly from the “ permanent” with reference to 
this duration (214 vs. 19 months), while the only really suggestive 
finding, perhaps, consists in this, that the average duration was only 
16 months among the full remissions, as compared with an aver- 
age of 27 months for the patients upon whom the treatment exerted 
no effect. Our tentative conclusion would be that, speaking in 
the broadest terms, the total duration of the various physical and 


* Bunker, H. A., Jr.: Incipient General Paralysis: A Study of the Earliest 


Symptoms Presented by Seventy-four Cases. Am. J. Med. Sc., March, 1926, 
vol. 171, p. 386. 
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mental symptoms referable to general paralysis has a certain bearing 
upon the therapeutic outcome; but that in the individual case it 
is not unlikely that other factors, among which may possibly be the 
character of the symptoms themselves rather than purely their 
duration,* are often of greater weight. The latter view would 


TABLE VIII. 


DvuRaTION OF DISEASE IN RELATION TO THERAPEUTIC OUTCOME. 


Duration of total 


symptoms. 
“Minimum 
an 

maximum. Average. 
I. Treatment without influence.... 12-54 27° mos. ( 8 cases) 
Il. Temporary results ............ 6-48 214 mos. (13 cases) 
A. Slight improvement ........ 7-42 22 mos. ( 7 cases) 
B. Considerable improvement .. 6-48 2I mos. ( 5 cases) 
III. “ Permanent” results ......... 3-72 19 mos. (41 cases) 
7-50 214 mos. (13 cases) 
B. Considerable improvement .. 15-36 25 mos. ( 5 cases) 
C. Full remissions ............ 3-51 16 mos. (23 cases) 
20 mos. (62 cases) 


seem permissible, at any rate, in the light of the much greater dura- 
tion of symptoms in some of the patients in the “ permanent” 
group (including even some who attained full remissions) than 


*Our material is not large enough to permit a symptom analysis from this 
standpoint, for it would require at least 10 examples of each of the several 
symptoms in question to furnish an idea of the possible bearing of the 
character of the symptom upon the later response of the patient to treat- 
ment. All we are able to say is that optic nerve involvement, indefinite 
gastric symptoms, and to some extent “rheumatic” pains are initial symp- 
toms which have in several cases antedated the commitment of the patient 
by two to five years, yet which have not, in spite of their considerable 
duration, been incompatible in a number of these patients with a maximum 
therapeutic result. If the symptoms we have named be looked upon as 
primarily “tabetic” in character, our experience, so far as it goes, is in 
accord with the statement sometimes made that the occurrence of tabetic 
signs and symptoms in a paretic is of relatively favorable prognostic import— 
a statement recently emphasized by Gougerot,’ who goes so far as to say 
that wherever there are signs of tabetic lesions one may hope to overcome 
those of general paralysis. 

*Gougerot, Kahn, P., Meyer, J., and Weill-Spire, R.: Pseudo-paralysie 
générale chez les Tabétiques. Ann. malad. vénér., Feb., 1926, vol. 21, p. 107. 


19 
in 
co 
th 
in 
w 


1926] GEORGE H. KIRBY AND HENRY A. BUNKER 219 


in a number of these who achieved a much less satisfactory out- 
come ; indeed, this finding would alone suggest that the duration of 
the disease in a clinical sense may be by no means a decisive factor 
in the response to the malaria treatment. 

The attempt to evaluate on a clinical basis some of the factors 
which underlie the efficacy of the malaria treatment in numer- 
ous cases of general paralysis would be particularly incomplete 
without a brief statement, in conclusion, of our observations with 
reference to the behavior of the body weight in these patients ; 


TABLE IX. 
GAIN IN WEIGHT IN RELATION TO CLINICAL OUTCOME. 
I. II, 
Treatment 
without Temporary ‘‘Permanent”’ 
: influence. results. results. 
Progressive loss of weight............ 7 
Neither gain nor I 
Gain in weight followed by loss........ 3 12 13 
Gain in weight not followed by loss.... 2 3 13 
12 I5 27 


Gain in weight followed by loss: 
Average maximum gain (in terms of 
percentage of pre-treatment weight) 15.0 15.2 17.6 


(21 lbs.) (19 Ibs.) (25 Ibs.) 
Percentage of maximum gain subse- 


89.0 83.0 48.0 


(19 Ibs.) (16 Ibs.) (12 Ibs.) 
Gain in weight not followed by loss: 


Average maximum gain (in terms of 
percentage of pre-treatment weight) 6.6 16.6 18.7 
(9 lbs.) (18 Ibs.) (25 lbs.) 


for it has seemed to us possible, in the light of these observations, 
that the behavior of the weight might be a partial manifestation 
of certain somatic processes of a fundamental character which 
determine the response of the individual to treatment—an index, 
to some extent, of that supposed alteration in the environment 
furnished by the host which renders the spirochete temporarily or 
permanently innocuous and makes clinical improvement or remis- 
sion possible.” Whether or not this be their significance, our data, 
summarized in Table IX, indicate (1) that a more or less consis- 


* Bunker, H. A., Jr.: The Significance of Gain in Weight in the Malaria 
Treatment of General Paralysis. Arch. Neur. and Psychiat., Sept., 1926, 
vol. 16, p. Xxx. 
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tent and progressive loss of weight subsequent to treatment char 

acterizes only the patients upon whom the treatment was apparently 
without influence, among whom seven out of twelve responded in 
this manner; (2) that whereas four-fifths of the “temporary ” 
cases registered a gain in weight followed by a loss, suggesting that 
the weight curve in these cases followed in a rough way the 
change in clinical status, nevertheless the same rise and subsequent 
fall took place in one-half the “ permanent” cases; and (3) that 
the “ permanent” group, on the other hand, is conspicuous for 
the number of patients in whom a more or less progressive gain 
in weight has taken place and has been maintained without subse- 
quent loss. More suggestive, perhaps, are the data dealing with the 
actual amount of gain and loss of weight within these groups. 
From these it appears that the patients uninfluenced by treatment, 
the “ temporary ” cases, and the “ permanent ” cases did not differ 
materially from one another with reference to the amount of weight 
gained, when this gain was temporary in character, for in each in- 
stance the maximum gain achieved amounted to about 15 to 17 
per cent of the pre-treatment weight, on the average; but they 
showed a distinct difference with respect to the proportion of this 
gain which was subsequently lost, for this loss amounted to 89 and 
83 per cent of the previous gain in the uninfluenced and “ tempo- 
rary” cases, respectively, but to only 48 per cent in the “permanent” 
cases. It is rather striking, moreover, that the gain in weight 
which was relatively temporary was of almost exactly the same 
magnitude as the gain which was maintained, as though the 
factors responsible for the gain in weight were of the same charac- 
ter and operated with much the same intensity in all the cases which 
responded in any degree to treatment and even in some which did 
not, while the success or failure in maintaining this original im- 
pulse, as reflected in the subsequent course of the weight curve 
and of the clinical status, rested upon other circumstances inde- 
pendent, perhaps, of these factors. At present, at any rate, we 
can draw only the negative conclusion that more or less progressive 
loss of weight subsequent to treatment seems to indicate a lack of 
any therapeutic effect, and a correspondingly bad prognosis. The 
converse does not hold, however; on the positive side we can say 
only that the greater and also, perhaps, the more rapid the post- 
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treatment gain in weight, and the smaller the tendency to a subse- 
quent reduction from the maximum value reached, the more likely 
a favorable clinical outcome of a more or less enduring character. 


SUMMARY. 


1. It is possible to divide into three major groups our material 
of 93 cases of general paralysis who were given the malaria treat- 
ment between June 15, 1923, and December 15, 1925, and who 
survived the period of treatment by more than two months: (1) 
Those in whom the treatment has apparently been without any effect 
whatever, 13 in number; (2) those in whom the results attributable 
to treatment have been of a more or less temporary character, 15 
in number ; and (3) those in whom the therapeutic influence, what- 
ever its degree, has persisted essentially unmodified up to the present 
time, 65 in number. The last two groups are, of course, further 
divisible according to the degree of temporary or “ permanent ” 
improvement. Provisionally included among the 65 “ permanent” 
results are 18 patients who, though they have exhibited no improve- 
ment, have manifested so far, after various periods extending up 
to three years, no evidence of retrogression. 

2. The better the therapeutic result obtained, the more likely 
it is to be of a more or less enduring character; for the ratio 
of those who evidenced a subsequent decline to those who have so 
far preserved the status quo is as 8:2 among the only slightly 
improved cases, as 6:9 among the considerably improved, and as 
1: 36 among the full remissions. 

3. Of 41 patients followed for more than a year, who received 
no further anti-syphilitic treatment during that period, a well- 
marked modification in the strength of the spinal fluid Wassermann 
took place in 13, or in 32 per cent (in 8 of whom the reaction 
became completely negative) ; in 11, or 26 per cent, the Wasser- 
mann reaction was definitely modified ; in 17, or in 42 per cent, it 
remained unchanged. No very striking correlation between clinical 
status and spinal fluid findings was present, save that six of the 
eight cases to become Wassermann-negative had attained full 
remissions. In the eleven other full remissions in this group the 
Wassermann reaction in the spinal fluid was unchanged or only 
slightly modified. The Wassermann reaction in the blood remained 
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essentially unchanged in 28 of the 36 patients who were positive 
prior to treatment (or in 78 per cent) ; in only six cases did the 
blood become negative with an alcoholic antigen and in only two 
with a cholesterinized antigen as well. 

4. Patients of the “ manic” type of general paralysis exhibited 
by far the greatest tendency to a favorable response to treatment. 
Of 16 “ manic” cases in this series, 13 achieved a “ permanent” 
result and 12 of these a full remission. Of 48 patients of the 
simple dementing type, 30 achieved a “ permanent” result, but 13 
of these belong in the stationary and unimproved group, and only 
seven attained a full remission. 

5. The total duration of the various physical and mental symp- 
toms referable to general paralysis averaged, at one extreme, 27 
months in the cases upon whom treatment was without influence, 
and at the other, 16 months in the patients who achieved full 
remissions. There was little difference in this respect between the 
“ temporary ” group and the “ permanent ” group, as a whole. 

6. In the 7 out of 12 patients who did not respond to treatment 
a more or less progressive loss of weight took place subsequent to 
treatment ; 80 per cent of the “temporary” cases eventually lost 
much of the weight which they had previously gained ; 48 per cent 
of the “ permanent” cases registered a more or less progressive 
gain in weight without subsequent loss. In the case of temporary 
gain in weight, all three groups of patients made a gain of equal 
magnitude, amounting to about 16 per cent of the pre-treatment 
weight, on the average; but the cases uninfluenced by treatment 
and the “temporary ” cases subsequently lost about 85 per cent 
of this gain, whereas the “‘ permanent ” cases lost only 48 per cent. 
When this post-treatment gain in weight was sustained without 
subsequent loss, the amount of this gain was likewise about 17 per 
cent of the pre-treatment weight, on the average. 

7. Among the clinical factors which seem to play a part in the 
results obtained by the malaria treatment, the so-called clinical 
type of general paralysis appears to rank first in importance, the be 
havior of the body weight subsequent to treatment second, and the 
duration of the symptoms prior to treatment third. 
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DISCUSSION. 


Dr. Levin.—In August, 1924, we began the treatment of paretics with 
malaria, obtaining the malaria organism from the Psychiatric Institute at 
Ward’s Island and some three weeks ago we reviewed the first year’s treat- 
ment. We found that from August, 1924, until August, 1925, we treated 50 
cases and our results paralleled very closely those of Drs. Kirby and Bunker. 
Whether that is because we obtained the same brand of malaria or not, I 
don’t know. I made my figures before I saw the ones presented to-day, so 
there is no collusion. 

Out of the 50 cases, 13 did not improve. Seven had died and 30 had 
definitely improved. Out of the 30, 13 had made complete remissions and I 
based my idea of a complete remission on the fact that these patients had left 
the hospital and had resumed their former occupation and station in life. 
Of the 13, the oldest case has been away from the hospital 20 months and 
the most recent seven months. 

Another thing I found that parallels the results of Drs. Kirby and Bunker 
is the fact that the expansive or grandiose type of paretic responds more 
favorably than the other types. Out of 11 expansive paretics, nine showed 
complete or partial remissions. 

Of course, time, as has been emphasized, is an important element in judging 
the eventual outcome of this form of treatment, but I feel in view of the 
results that I have seen in the other forms of therapy in paresis, that thus 
far malaria has the decided advantage. 


Dr. DeLavan.—I would like to ask the reader of the paper one question: 
Am I right in assuming that out of the total number treated, 125 cases, 
you had 18 per cent in which you had the definite result that the patients 
were able to return to their homes and to their occupations? 


Dr. ENGLANDER—Any one who has followed the malarial treatment 
of paresis certainly is aware of the startling results that are to be found as a 
result of the treatment. In our work at the Essex County Hospital, we have 
arrived at practically the same conclusion as have been reported here today, 
although our series of cases is not quite as large. We have been doing 
this work since October, 1924. I quite agree with what has been said here 
that the expansive type is the type that will give you the best results. The 
simple type will give you larger death rates and poorer results. We in our 
series of cases have several groups which have been followed with other 
forms of therapy and some with nothing else but the malaria. As far as 
our present results are concerned, I think the cases that have had only the 
malaria are doing as well as the cases that have had the other forms of 
therapy. I do not recommend giving the advanced cases malarial treatment 
except in so far as you want to experiment and see what actual results you 
will obtain. In the beginning, I gave it to the advanced cases but you will 
get a greater number of complications and larger death rate. I don’t think we 
ought to encourage opposition so far as malaria treatment is concerned. 
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One sees in the literature repeated statements that malaria is easy to 
control. That is true in itself but one does not want to take the stand that 
one doesn’t need to worry about the possibility of malaria being spread. I 
will say that while only in a few cases have I seen the malarial organisms 
in the blood a reasonably long period of time after the treatment, unless 
you make frequent control examinations of the patient who had malarial 
therapy, you are apt to find some cases in which the malarial organism is 
found later. If they get out into the hospitals and the health officers hear 
about it, you are going to have pressure brought against this malarial 
procedure and it is much too fine for that. 


Dr. Brown (Virginia).—I wish to sound a note of warning to the over- 
enthusiastic of this type of treatment. We have treated only 21 cases at our 
hospital and of the 21 cases treated, four died within three months. A fifth 
case is at the point of death at the present time. We have two or three 
whose condition remains stationary, but with the exception of these, the 
others have gone the course of gradual deterioration. 


Dr. WALKER.—Since it has been stated that this paper was to present 
problems rather than to state results, I would like to mention one or two 
things in connection with inoculation of malaria in the colored race down 
in Georgia. Out of 23 white patients inoculated, only two failed to take. 
Out of 34 colored patients inoculated, only 17 took and had either malaria 
in the blood or clinical signs of malaria. The other 17 failed to show 
either malaria in the blood or clinical signs. That seems rather important 
to me in light of the fact that paresis is much more malignant in the 
colored than it is in the white. 

Reviewing the statistics for 1921 and 1922, we found that the white patients 
in the hospital suffering with paresis lived three times as long as the 
colored. It seems to me that there is a possibility of this having a great 
deal of significance when you consider the treatment of paresis with malaria. 


Dr. Kirsy.—Although we have been using the malaria therapy for three 
years, the report presented today is to be considered as a provisional one 
subject to revision with the accumulation of additional experience. We feel, 
however, that the results obtained during the past three years are sufficiently 
encouraging to warrant a thorough and systematic trial of the malaria 
treatment in all hospitals dealing with cases of general paralysis. Our 
experience indicates that about one-third of the cases of general paralysis 
admitted to state hospitals will show a favorable response to the treatment— 
the mental symptoms will disappear and the patients will be able to return 
home and resume work. 

As to the permanency of these remissions, it is obviously too early to 
express an opinion. We feel, however, that our study has brought out an 
important point in this connection, namely: that those patients who have 
attained complete remissions have maintained them remarkably well. In 
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fact, as pointed out in the report, only one patient who attained a com- 
plete remission has to date relapsed. We have naturally been interested in 
the question of the relation between the results obtained and the duration 
of the disease before treatment was instituted. Our observations on this 
point are, perhaps, somewhat disappointing, as we have encountered some 
apparently early cases that did not respond to treatment nearly so well as 
cases of longer duration. The more carefully one goes into the previous 
history and tries to establish the earliest manifestations of the disease, the 
more difficult it becomes to make definite statements regarding duration. This 
is not surprising in view of the fact that the central nervous system is 
probably invaded in the early stages of syphilis and the further fact that 
serological and also possibly pathological changes antedate for a considerable 
period the more obvious clinical manifestations which are usually accepted as 
marking the onset of the general paralysis. 

The question of the danger to the life of the patients has been raised in 
opposition to the treatment. The mortality rate of 20 per cent. includes all 
deaths to date—those attributable to malaria as well as those due to paresis. 
Analyzing more carefully the actual relation, we find that not more than 
64 per cent of the deaths occurred during the fever or in sufficiently close 
proximity to it to justify assigning to malaria a causal relationship. When 
one recalls that the annual mortality rate of untreated general paralysis in 
institutions is over 30 per cent, then the reported death rate in the series 
of malaria treated cases seems surprisingly small rather than the reverse. 
I believe that the number of deaths occurring during the course of the 
fever can be further reduced by the more careful selection of cases and more 
precise graduation of the amount of fever and number of paroxysms which 
a patient is allowed to have. More attention must be given to the patients’ 
general condition and to the manner in which the individual case reacts to 
the treatment. 

A number of practical issues have arisen in connection with the release 
of paretics from the hospitals. The malaria therapy has been rapidly extended 
throughout our New York State Hospitals and to date over 600 patients 
have been treated; we now have 200 cases of general paralysis at home on 
parole (some of these are cases treated with tryparsamide). I find that 
physicians are often reluctant to allow paretics to leave the hospital and 
resume positions involving more or less reponsibility. Some feeling of in- 
security is natural in view of our lack of experience and lack of knowledge 
on which to base an opinion as to what the further course will be in cases 
showing improvement. If social service supervision can be provided and 
proper cooperation secured with the families, I do not think that any great 
risks are incurred in paroling paretics in remissions—certainly not more than 
in the release of other psychotic types. 

I feel that a great gain has been made in establishing an interest in the 
treatment of general paralysis. The hopeless and helpless attitude which 
physicians from time immemorial have taken toward the disease is happily 
passing. Through the further development of the principles on which the 
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newer methods of treatment rest we will, I believe, make still further progress 
toward the successful treatment of the disease. 


Dr. BunKer.—With the reservation which I tried to make and which 
Dr. Kirby has emphasized, I would answer Dr. Delavan’s questions by saying 
in the one hundred and six patients which we have treated to date, we have 
obtained full remission with ability to resume occupation of the patient in 
about 33 per cent. 

I was interested in Dr. Walker’s experience with negroes. Of course, our 
experience with negroes has not been extensive. We have encountered 
trouble in inoculating negroes with malaria. Of nine, six have been total 
failures. The other three were successful on the first or second inoculation. 

A practical consideration regarding the relation of the duration of the 
disease to the outcome is this: that one cannot say a priori of a case that 
he will or will not do well under the malaria treatment, on the basis of the 
length of time the disease has been clinically present. Some surprising 
results have been found in cases regarding whom we have had no hope 
of improvement whatever and the converse has been at times equally true. 


ENVIRONMENTAL FACTORS IN THE BEHAVIOR 
OF CHILDREN.* 


By LAWSON G. LOWREY, A.M., M.D., 
Director, Cleveland Demonstration Child Guidance Clinic. 


Stability, efficiency and permanence depend upon a satisfactory relatedness, 
whatever it may be, to the web of life. The organic world seems to go 
forward as a whole. Hence all organisms are under necessity to maintain 
a respective social nexus on pain of being estranged from inter-connected, 
inter-determined progress and thus rendered liable to extinction —H. Rein- 
heimer, “ Evolution at the Crossways”; Psyche, July, 1922. 


This paper was first outlined as a discussion of the environ- 
mental factors in the production of maladjustment in children, 
and retains as its major purpose the analysis of “ problem ” situa- 
tions. However, it has seemed wise to clarify the issues presented 
by discussing the material in terms of normal, satisfying or suc- 
cessful behavior as well as in terms of abnormal, unsatisfying or 
unsuccessful behavior. For that reason, the title and general scope 
of the paper have been somewhat modified from that originally 
announced. 

All behavior is purposive in the sense that by the process of 
change involved in action of any sort, there is an alteration in the’ 
tensions which have produced the reaction. This is true whether 
we consider the behavior of the amceba in reacting to a food par- 
ticle, the behavior of the heart in its daily function, or that of 
a child in the various situations which it encounters. Realization 
of the purpose of behavior is another matter, dependent upon 
the degree of so-called consciousness of tension to be relieved 
and the element of choice of methods of relieving, and must not 
be confused with purposiveness itself. Since behavior may have 
an obvious and also a deeper real purpose (as, for example, the 
paralysis of the hysteric), and since realization of the purpose may 
be quite incomplete to absent in the individual (as again in the case 
of the hysteric), this whole field is apt to be very obscure in 
analysis. Certain points seem, however, clear. 


* Read at the eighty-second annual meeting of The American Psychiatric 
Association, New York, June 8, 9, 10, 11, 1926. 
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Behavior, whether we define the term broadly or narrowly, is 
always a matter of reactions of an individual to situations which 
pile up tension or energy which is discharged by the reaction. The 
situations to which reaction is made may be internal or external, 
but in either case the situation represents the stimulus. Where 
the situation is external, its factors may be observed and analyzed. 
The stimulus as such undergoes modification, elaboration or inter- 
pretation in the individual, through associations there made which 
cannot be observed directly, but only through some indirect process 
such as the analytic technique affords, or through knowledge gained 
in other ways of the individual’s past experiences which might 
relate to and modify the stimulus. In any case, the stimulus 
combines with past experience in some way, and a reaction 
is initiated and carried through as a result. This reaction (beha- 
vior) may be external (1. e., directly observable) or internal (i. e., 
not directly observable), or both. It is always a delicate task to 
interpret the behavior of an individual, particularly if much of 
given reactions is voluntarily suppressed or is internal, but even 
here there are many small or partial reactions which frequently 
reveal the underlying trends of the individual’s total reaction to a 
situation. 

Furthermore, the organism being constantly in a state of dyna- 
mic equilibrium, both biologically and psychologically, behavior 
in response to a given stimulus is constantly being modified to some 
degree, though it must be remembered that there is a constant ten- 
dency to the establishment of fixed modes of response, by the con- 
tinuous process of conditioning and the trend to automatic reaction 
patterns. 

So far as internal situations are concerned, the organism seems 
early to correlate its behavior in some situations into automatic 
(or vegetative) types of reaction—as in the case of the heart beat, 
peristalsis and the expulsion of urine from the ureters. This type 
of response is characterized by rhythmicity, over which no volun- 
tary control is ordinarily to be exerted. Where the external sur- 
face of the organism is involved, as in respiration, urination and 
defecation, an element of voluntary control enters in, so that 
the automaticity may be to some degree altered or controlled 
(less with respiration, more with the excretory functions). But 
rhythm is here still an important part of the reaction. 
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These automatic reactions to inner tensions, and the reflex re- 
actions of the individual seem, however, to be on a quite different 
level of integration with the mental life than are experiences 
related to external situations. This is largely because they are 
direct biological responses to immediate protoplasmic needs, and 
as such do not enter particularly into that portion of the life of 
the organism which is ordinarily called consciousness. When how- 
ever through external influence (social pressure from parents, 
for example) functions such as urination and defecation must 
be brought under conscious control, a new situation with respect 
to them is created, and they acquire new values in the emotional 
life of the individual. 

There are other internal stimuli represented by previous experi- 
ences (of external situations) recalled by the individual in some 
degree of memory. It seems that these internal situations are 
chiefly of importance because of the ease with which they may be 
restimulated, thus either conditioning reactions to new situations 
or reprecipitating an older, less valuable form of response which 
may interfere with the desirable or necessary reaction. 

We must, therefore, recognize the enormous influence of exter- 
nal situations as stimuli to behavior in the organism. Not only 
that, but we must remember the often made point of retention 
of previous experiences, which include the previous situations 
and methods of meeting them, as conditioning or modifying factors 
in the production of reactions to later situations. Indeed, the most 
illuminating point in psychopathology is the increasing emphasis 
on the continuity of mental life, the retention and later appear- 
ance in behavior of experiences of all sorts. 

There is, I take it, nothing novel in this point of view, but it 
is necessary to bear these factors in mind in any discussion of the 
effects of the environment in determining behavior. We are apt 
to see our problems either in terms of hereditary constitution or 
in terms of environment, whereas the most productive point of 
view seems to be that of a dynamic organism, subject to certain 
laws of growth and relationships to the physical environment, 
which is in a process of constantly changing adjustment to fixed 
and dynamic external factors. 

The term environment, so far as it relates to human adjustment 
and behavior, is clearly inadequate. ‘The use of the term in its 
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singular form has done much to retard clear thinking concerning 
the relationships that exist between environments and individuals. 
It is as though we thought of the environment as a fixed, immu- 
table affair, presenting always the same face and having always 
the same meaning and as though personalities were not a part of 
environment. Yet it is clear that we really think of environment 
in no such terms, but conceive it rather as a series of environments 
and definitely recognize personalities as a part of the environment 
of the individual. It is, however, always uncertain how far we 
recognize this in practical work, where the tendency is always 
to think that people in the same community or the same family 
have the same environment. 

Many ways of classifying environments suggest themselves. 
We could speak of natural, home, school, office and community 
environments, etc., but to do so would not make the distinction 
which seems so necessary between the physical aspects and the 
dynamic aspects of these environments. Actually, a little reflection 
or a short case experience will prove that the most fruitful analysis 
of environments is in terms of the static, physical aspect on the 
one side, and the dynamic, personality aspect on the other. Of 
the two, the latter (the dynamic) is by far the more important in 
determining behavior. The physical aspects merely determine 
certain limitations of possible function; though there is much in 
recent embryological literature to indicate that the protoplasmic 
set-up itself occurs in relation to external stresses and strains 
and stimuli acting on individual cells and cell groups. However 
important the physical environment may be in determining limi- 
tations or modifications in function, it can never have the influ- 
ence on behavior that the dynamic environment has. Here we 
are concerned with reacting, living organisms; themselves capa- 
ble of changing reactions and of expressing various attitudes 
which may modify the behavior of others. The problems of 
morale and “atmosphere” seem to be explainable in terms of 
these interacting personalities which go to make up the dynamic 
environment. After all, it is the attitudes shown by people in 
homes, schools, churches and offices, rather than architectural 
differences between the structures, that make for the variations 
in behavior which we show in these different settings. From earli- 
est infancy until death we are reacting to people—to their behavior, 
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their attitudes, expressed or surmised, their approval or disap- 
proval, etc. So powerful an influence are they in molding our 
behavior that we tend to accept all this as a commonplace matter, 
hardly susceptible of analysis. 

Most of scientific thought and effort has been devoted to 
extensive analyses of the individual as an isolated unit, because 
of the assumption that he could in this way be completely under- 
stood. Facts concerning parents, to use a simple illustration, have 
been stated in terms of the shortest possible formula—father 
manic-depressive ; mother neurotic—but no real attempt is usually 
made to go back of this and synthesize the stresses and strains 
produced in the life of the individual by the symptoms and atti- 
tudes shown by the manic-depressive father and the neurotic 
mother, or to ascertain to what it is the individual is actually react- 
ing. “‘ What can you expect?” is a question I have often heard 
asked by those who, finding these undeniable hereditary facts, there- 
upon close the issues of the dynamics of the home and the 
individual ; though accumulating experience seems clearly to prove 
the fallacy of this attitude. 

It seems clear that behavior is the expression of the equation: 
individual plus situation equals reaction. The individual, as earlier 
stated, is at any given moment (or cross section) the product of 
all the reactions that have gone before; i.e¢., is the product of 
biological constitution plus previous experiences. From this point 
of view, it is unnecessary to waste time in a profitless discussion 
of the influence of native or inherited constitution vs. environment 
and training in the production of the individual whom we, for 
any reason, study. Instead it becomes necessary to study the 
whole individual, including his social nexus, to determine the 
origin of the reactions which are to be dealt with. We can 
never be very sure that any trait is only innately determined. 
So far as mental traits are concerned, only those which can be 
clearly expressed in terms of capacities are certainly innate. Thus 
we think of intelligence as an innate, biological characteristic of 
the individual, and variations can be measured. Similarly with 
motor and other special abilities. In all these instances, however, 


we promptly grant that functional usefulness is very largely 
determined by training and experience. 
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In the field of the emotions and instinctive drives, we have no 
exact means of measuring strength or capacity. It is an open 
question, therefore, how far such reactions result from innate 
make-up or from training and experience. Certainly most of 
the material revealed by psychoanalytic and behavioristic studies 
points to suppression, compensation and conditioning by external 
situations as the chief sources of the variations encountered in 
the emotional and instinctive reactions of individuals. There is, 
so far as I know, no clear proof of unalterable emotional responses, 
either in quantity or type. There are ample indications that not 
only may behavior be modified, but that in the process personality 
itself may be changed. 

In dealing with the child, therefore, it becomes extremely im- 
portant to see the environments which he mirrors in his behavior 
in terms of the dynamic features of those environments: that 
is to say, in terms of the personalities to which the child must 
react. We must recognize that the child is constantly experiment- 
ing with the whole environment, physical and dynamic, by the use 
of varying modes of behavior, innate or acquired, to find situations 
in which the behavior is successful or in some way satisfying. This 
is the explanation of the frequently repeated point that all children, 
at some time in their career, lie, run away from home, steal, have 
temper tantrums, refuse food, etc. Whether or not the behavior 
will continue depends upon a complex of interacting factors, the 
chief ones lying in the attitudes of the adults and the satisfactions 
achieved by the child. 

This can be shown in many ways. One of the simplest situations 
is that of the fussy, irritable, crying baby, where there is no evi- 
dence of physical or nutritional disorders. Invariably in this situa- 
tion it will be found that a solicitous parent has reacted immedi- 
ately and constantly to the baby’s crying with various protective, 
fondling measures. A cycle is thereupon set up, and the demands 
of the baby become more and more insistent. Before the age of 
eight months the baby is already varying its behavior in this and 
other respects according to the individuals with whom it comes 
in contact, and this becomes increasingly evident as time goes on. 
As self recognition develops, there are more and more mechanisms 
brought into play, usually centering around securing attention 
and affection from the individuals who compose the environ- 
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ment. If attention has early been given for crying and such 
socially disturbing behavior, this will continue and develop into 
temper tantrums, disobedience, impudence, etc. If fear situations 
have brought the attention, then fears will increasingly occupy the 
center of the stage. It must be remembered here that Watson 
has clearly shown that all but two fears (of loss of support and 
of loud noises) are acquired or conditioned by experience, chiefly 
through the fear—attitudes of adults. In fact, whatever brings 
attention is apt to be increasingly used. Yet even here the reaction 
of the child varies greatly according to the individual with whom 
he deals. Thus, while we have studied children who have temper 
tantrums and are disobedient and impudent both at home and 
school, we have a much larger number who behave so in one place 
(usually the home) and not the other, though other troublesome 
behavior may replace it. There are many other types of behavior in 
which differences in home and school manifestations occur. The 
differences are to be found not in the child but in the settings. 
The mother of a child of three is easily frightened, and is imme- 
diately greatly worried over minor accidents happening to the child, 
which lead her to tears, great expressions of sympathy and various 
attitudes expressing her fears. The father, on the other hand, 
is much more controlled in his reactions, and expresses a laugh- 
ing sympathy with encouragement to go ahead. It is almost 
amusing to watch the differences in the behavior of the child when 
an acccident occurs in the presence of one or other parent. For 
the mother the child shows tears, cries, great appeals for sympathy, 
rubbing, etc.; for the father a smile, and an unconcerned resump- 
tion of activity. In each instance the parent gives sympathy and 
affection, but for different reactions on the part of the child. 
So far as later behavior is concerned, much depends upon the 
attitude of parents when the behavior is first shown. Parents are 
prone to wish to destroy a bit of behavior, and set forth to stamp 
it out. The wiser approach is to study the meaning of the behavior, 
and find other outlets for the tensions which produce it. Thus 
parents are upset that children tear pages in books, or break valu- 
able bits of bric-a-brac, or, later, are “ destructive.” They ap- 
proach the problem directly, and often their very resistance merely 
increases the activity. A realization of the meaning of the activity, 
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and a re-direction into acceptable channels, makes for an entirely 
different situation. 

I am convinced that the negativism of “normal” people is al- 
ways a developed reaction to environmental pressures, and repre- 
sents a protective mechanism to preserve the child’s own interests 
and ego. As I have seen it, it is usually a pronounced behavior 
response only in those situations where one or both parents or an 
older child are singly or in combination attempting to dominate the 
child’s life contrary to its physiological or psychological patterns. 
Lacking full recognition and developed patterns of self-expression, 
the child can only resist. The resistance brings about an increase 
of pressure, and a vicious cycle is established. 

The family itself, then, becomes a series of interacting person- 
alities, all of which have their influence upon the development 
and behavior of the child. Particularly the relationships between 
the children, their unconscious or conscious competition for posi- 
tion and favoritism in the family circle, their jealousies, their 
elaboration of the mother and father images, the unconscious or 
conscious favoritism shown by father and mother, the unconscious 
modifications of parental attitudes with succeeding children; all 
these and many other factors in the emotional attitudes within the 
family enter into the problem. 

Not a little behavior disorder in children is a direct reflection 
of the emotional frustrations of the parents. Thus a mother who 
was forced into an unwanted marriage by her mother developed 
a hatred not only of her husband but of the child which resulted 
from the marriage. This led, on her part, to an antagonism 
so great that she can see her child only in terms of an absolutely 
impossible, damned soul. Another mother says of her seven 
year old son: “he’s a devil”; “ he was bad from the beginning.” 
Her attitude toward him is really determined by the great difficul- 
ties she had with her husband during the pregnancy. These diffi- 
culties were so great that she would have separated had she not 
been pregnant. The difficulties continue, and only the child keeps 
her with the husband. Her attitude toward the child has never 
been normal because of this frustration. She has, actually, a 
great dislike for him. Of this he is aware, and emotional diffi- 
culties are set up in him, to which he reacts with behavior which 
quite justifies her name for him. 
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A father treats his 10-year-old daughter with great brutality, 
and yet as though she were an adult. She in turn fights back and 
has for him only the greatest of contempt. He has never had 
a normal emotional attitude toward her, because the pregnancy 
of which she was the result was the cause of a forced marriage, the 
abandonment of college, etc. An infantile reacting type, the whole 
situation has been too much for his powers of adjustment. 

Another father insists that his son leave school and go to work 
at a trade chosen by the father. The boy, of superior intelligence, 
has quite other ideas and a serious conflict has arisen. The father 
is an individual who feels very inadequate and insecure in all 
his relationships outside the home. In the home, therefore, he 
has become the autocrat and dictator, which has given him emo- 
tional peace until now when he is threatened in the home also. 
His methods are therefore greatly intensified because of the 
emotional unrest created by destroying the only situation in which 
he has achieved a feeling of adequacy. 

One of the most interesting of these situations that I have 
encountered was that of a 17-year-old boy who quit school to go 
to work. This enraged his father, to whom it represented the 
last straw in a long series of disappointments. An intelligent 
and energetic man, he had planned for his boy most of the things 
he had missed himself. The unfortunate feature, as he clearly 
recognized himself, was the jealousy he had always felt of the 
boy. This jealousy had begun at the boy’s birth, had increased 
and finally came to be positive dislike. The result was he could 
never view objectively any plan of the boy’s, and was actually 
attempting to get the boy out of the home. Of course, we have 
to do here with a man whose emotional reactions are still infantile 
to adolescent, who has never achieved an adult attitude toward this 
child, though he has to the other children. At the time of the 
boy’s birth, the father was engaged in a serious conflict with his 
own father, was attempting to stabilize himself in his new mar- 
riage relationship, and engaged in a serious economic struggle and 
the child was a disturbing factor, particularly in relation to the 
mother, so that most of the man’s rejections came to center around 
the boy. Actually the boy was a fine chap, except for certain 
timidities and uncertainties about himself and his possibilities 
engendered by his father’s attitude. 
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This matter of the jealousy shown by parents toward children 
is of great importance. It is far more frequent than is usually 
realized, is usually “ unconscious,” and affects the attitude both of 
fathers and mothers. It is especially important in the case of the 
first child, since most parents are still adolescent from the emo- 
tional standpoint when the first child is born, and adjustment to 
the new personality in the family circle may not be easy. 

These emotional handicaps to adequate stabilization of family 
relationships could be greatly extended—the over-solicitous parent, 
the over-rigid parent, etc-—but perhaps enough examples have 
been given to emphasize the point that the dynamic relationships 
in the home are of first importance in determining the attitudes 
and behavior of children. 

In the school, there are many dynamic factors. The whole 
system of discipline, and a series of competitions—in scholar- 
ship, for the attention of the teacher, for recognition from the 
children, etc., all represent dynamic issues. To meet these the 
child has native endowment and the carry-over of home-estab- 
lished reaction patterns. Many of these reactions are unsuitable in 
a group of children or in the school-room. The teacher, then, is 
faced with some sort of problem in changing reactions in most of 
her pupils. Much depends upon her own attitude and reactions. 
Examples could be produced in large numbers to show what her 
contribution is, but perhaps one will: suffice. 

In the course of a survey of behavior problems made by us 
in one public school in 1924, we came to the study of individual 
cases. From a third grade room, composed entirely of boys, three 
were studied. They were rated by their teacher as the “ worst ” 
boys in her room. When the boys were questioned concerning 
the teacher’s attitude toward them, all three were sure she did 
not like them, and, most significantly, each independently rated 
all three in the same order of her dislike. Subsequently the teacher 
rated them in the same order. Further, the teacher had not wanted 
to teach that year, because she was not well. Economic need, 
however, made it necessary. If she must teach, she did not want 
to teach the third grade and above all did not wish to teach boys, 
because of her dislike for them. She was, therefore, emotionally 
conditioned against her whole task in advance. It is not too much 
to say that she was quite right in her estimate that all her boys were 
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behavior problems. How could they be otherwise in view of 
the atmosphere she established ? 

These illustrations of the influence of the dynamic environment 
could be extended very greatly, and the interaction of individual 
or personal and environmental factors could be thrown into sharp 
relief by detailed analysis of one or two cases. This is not done 
because the primary purpose of the paper is to stress anew the 
importance of the dynamic factors in the environment, the emo- 
tional interactions, and their significance in determining behavior. 
Normal father-mother emotional relationships, the normal “ C£di- 
pus complex,” the normal amount of sibling jealousy, the normal 
competitive relationships, with the emotional reactions engendered 
not only in the individual but in his competitors, and the effect 
of these upon his own emotional reactions—all these and many 
more are dynamic environmental factors of the greatest significance 
in the evolution of the attitudes, emotional reactions and behavior 
of the child. They carry over into adult life and influence behavior 
long after the original situation has disappeared. Defects in these 
situations constitute frustrations to adequate emotional expression 
and out of them arise behavior disorders either immediately or 
remotely. To help in healthy development, satisfactions from 
situations must be adequate to the needs of the individual in terms 
of self-preservation, self-assertion (or maximation), the love-life, 
and recognition from the group. Feelings of personal adequacy 
and security in the group are absolutely necessary to healthy and 
successful behavior. Feelings of inadequacy and insecurity can 
only arise under the influence of the attitude of those in the 
environment or the individual’s feeling of comparative inadequacy. 
So that, from any angle of approach, the dynamic environment 
is seen as a most important part of the life of the child; a part 
which must be understood and dealt with adequately if we are 
to affect the child’s behavior and personality 


DISCUSSION. 


Dr. McCorv.—Right through the program, from the President’s address 
down to the present paper, has cropped out this note of the child. It is 
quite significant—almost the keynote of the entire program, it seems to me. 
There has hardly been a session that some speaker hasn't dealt with the child. 
I think Dr. Lowrey’s material has been put in a particularly simple, attrac- 
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tive, diffusible form, and I think psychiatrists in general today, outside 
of those engaged in the child guidance movement, are rather slow to deal 
with these problems of childhood. They are rather prone to dodge the 
issue and let the pediatricians care for these children; and certainly we have 
no evidence coming from that quarter to indicate that the mental side of the 
problem receives much appreciation. I think Dr. Lowrey’s presentation of 
this human side of the child’s environment is quite the most important fea- 
ture of his remarks. 

I saw a 15-year-old boy a few weeks ago and after several hours spent 
in conference with the boy on two separate days, I said to the father and 
mother, “ Now the treatment of your boy’s condition is largely a treatment of 
you and your husband”; and, of course, at once we were up against the 
resistances of that father and mother and their utter lack of insight into 
the situation was brought out. Many times in private work where you 
have an opportunity to work more intensively than you have in clinic work, 
you are up against the problem or you are limited by the condition in which 
the father and mother meet your plan, and in some situations, even in 
good homes, you are forced to throw up your hands and say that you cannot 
deal with the situation simply because the adult human contacts of the 
child are not open to your approach. In institutions dealing with children, 
this is particularly true. Our biggest problem, probably, in an institution 
for children, is the study and adjustment of the adult to the child; and 
that is the part of the machinery of treatment that we find the most diffi- 
cult to keep well oiled. There isn’t so much trouble in dealing directly with 
the child; but to deal with the adults, this human, “problem adult” en- 
vironment that Dr. Lowrey so nicely presented, is the essential thing. 

I saw a five-year-old child whose mother told me that when the child 
entered kindergarten, she had as her teacher an attractive, blooming young 
woman. The child returned and said to her mother, “ Mother, Miss Smith 
oughtn’t to be a teacher; she ought to be a mamma.” You can see how 
that little five-year-old girl was reaching after something in this young 
teacher’s attitude, trying to discover a new and more attractive mother. 


Dr. Kiopp.—It may be interesting to this Association to know that in 
this very work our courts in certain sections of Pennsylvania are taking 
entirely different and progressive attitudes regarding the child. Instead of 
handling the case in open court, the judges have private sessions in cham- 
bers and the case is taken up from a parental viewpoint. In adition to that, 
and more particularly (this fact is well worthy of commendation) these 
judges are not following the centuries old conservative and rigid system of 
thinking merely of punishment but, how to correct the present-day con- 
ditions. Under our mental health act in Pennsylvania, they are committing 
these juvenile delinquent cases, the problem children, as well, to the mental 
hospital for observation, study, treatment and recommendation. It has been 
exceedingly gratifying to us to find that the judges do accept our recom- 
mendation. Our study of these children brings out the very points that 
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have been stated by Dr. Lowrey and Dr. McCord, and that is the influence 
of the environment, the parents and the school. 

The problem we have is the adjustment of the parents and the school. 
We must remember that we are dealing with an entirely different type of 
children than possibly those that have been spoken of here this morning— 
namely, those who come from the lower stratum of society. And at the 
same time, we get this same reaction of the parent to the child and the 
child to the parent and the same reaction of the teacher to the child and 
the child to the teacher. 


Dr. MeNNINGER.—I think Dr. Lowrey and other workers who have 
studied at first hand the so-called behavior disorders of childhood deserve 
a great deal of credit not only for the practical achievements one can infer 
from the common sense and very clearly presented data which Dr. Lowrey 
recited but also for the theoretical implications which would seem to me 
to have a good deal of value. It isn’t so very many years ago that psycho- 
pathological developments of adult life were said by Freud to come from 
pathological settings of childhood. This was received with suspicion and 
derision. But from such studies as this one of Dr. Lowrey’s it appears that 
the conservation of energy principle applies in children. If you hate your 
child, he hates you back. If you aren’t available as an object, he will hate 
someone else instead, all of which seems to me to be confirming one of the 
inferences of psychoanalytic procedure which after all seems to be a very 
broad and very conservative principle outlined by Freud many years ago. 

Dr. Lowrey emphasized the fact that some of his parents were uncon- 
scious of the fact that they were hating their children, unconscious of the 
emotions they displayed that might be regarded as hate. I wonder if the 
disguising of the manifestations of emotion and the existence in the un- 
conscious of the motive roots of many of the behavioristic factors that are 
conscious, is another deduction which this work with children has proven. 

From a practical standpoint all that Dr. Lowrey said about children 
applies to the adults we see. The same sort of stunts his children do, my 
college students do, and in modified forms, our adult neurotics and psy- 
chotics do. We have the same repetitious misfittings along the same 
action patterns, the same compulsive repeatings of the same kinds of fail- 
ures or misfits that our childhood setting starts us out in. Not only does 
this apply to behavior in the narrow sense but to characterological adaptations 
as well. For the latter reason I wonder what will become of the charactero- 
logical adaptations we call psychiatric practice if the adaptation of all 
children is facilitated to a perfect degree. 


Dr. Briccs.—I would like to commend Dr. Lowrey’s paper which I think 
is most valuable and opportune and touches upon the point which I feel 
psychiatrists have got now to recognize and that is that times have changed. 
Psychiatrists can’t treat the family as they used to when the mother was 
at home and the father had leisure and gave very much more time to the 
children. Now with the automobiles and the different attractions—movies 
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and theatres—the mother isn’t always at home, the father is busy and the 
child clinics have to take the place of the parent. They have got to also 
attempt to bring the parent back into the home and their influence back 
into the home. Psychiatrists have also got a very great opportunity now 
to do their part for the prevention of mental disease at its source by attacking 
it in children under seven or eight years of age and by attacking crime by 
guiding these children in their early youth. 

As an illustration of how times have changed and how the young are 
getting away from the influence of the home, the best influence, we look 
in our prisons. In the Massachusetts prison, 20 or 30 years ago, the average 
age was about 42. In other words, the state prison man at that time was a 
safeblower, he was a hardened criminal and all our juvenile or younger 
criminals were in the jails for minor offences. Today, in our Massachu- 
setts State Prison, the age is under 30 and instead of being safeblowers, they 
are gunmen mostly. The jails are filled with old men who are doing the 
petty crimes of the previous youths. 

I think that is a thing we must think about in handling these young cases. 
Of three murderers that I have examined this winter out of a great many, 
two of them had no father they could remember and had no home influence 
in their lives. One of them shot a policeman at 17; another shot his father 
at 18, and another boy I am examining now is only 16. Murders by the 
young boys couldn’t happen a few years ago and these child clinics are going 
to take hold, I believe, of that situation and try and prevent crime as well 
as mental disease. We fortunately have in Massachusetts a system of clinics 
called mental hygiene clinics, under Dr. Douglas A. Thom, whom you know. 
It is truly remarkable what work he is doing and how the parents have 
changed their attitude from being resentful to criticism to seeking help 
in these clinics. 

; Dr. Thom has issued instructions to the parents in little leaflets telling them 

what they should do when their children are problems: one is headed 
“Tantrums”; another “ Jealousies”; and so forth. These little leaflets are 
sought for and paid for by different families. They have now been trans- 
lated into Italian, Yiddish, and French, and there has just been a call for 
these leaflets to be translated into Chinese. The National Committee for 
Mental Hygiene has issued eight hundred thousand of these leaflets already, 
showing that we are not forcing ourselves on these parents but the parents 
are reaching out, if they only have an opportunity, for help. It is through 
such work as Dr. Lowrey is about to do that I believe we are going to see 
improvement in the prevention of crime as well as in the prevention of 
mental disease. 


Dr. Ames (Rochester).—I should like to ask one question: In this 
new work that the doctor is undertaking, I realize that he can’t change the 
parents of these children, but in the schools I wonder if his department 
has yet been able to permeate enough to correct a bad mental attitude in the 
teacher. As a private physician, I have time after time come in contact 
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with teachers who are somewhat psychotic, and I realize such teachers 
can hardly come in harmonious relation with the children. Some have done 
very much better than I expected they would be able to do. 


Dr. Lowrey.—In answer to the question about the work in the schools, 
there are three factors that have to be considered. First, there is the 
question of individual teachers some of whom, like all other human beings, 
have inental difficulties of various sorts from very mild to very grave. 

Secondly, when you come to the problem of correction of a situation such 
as that which existed between the teacher and her roomful of boys, you 
have to proceed with the education of the teacher and the school according 
to the techniques you would use in psychotherapy. 

Third, there is urgent need for the provision of definite mental hygiene 
education for both the school teacher in the classroom and for the teacher 
in training. This is an issue of considerable importance, since so many 
demands are nowadays being made upon the educational system for some sort 
of adequate understanding of mental hygiene problems by the teachers 
whose personalities and attitudes are so materially to influence large groups 
of children. 

Dr. Briggs brought out the point of the change in living conditions that 
has been so rapid in the last two decades. I should say that the greatest 
challenge to psychiatry lies precisely in this field. This enormous change 
in the habits of a whole population—the drift to urban life, the drift to 
smaller and smaller family units, all the difficulties in behavior that come 
out wherever a crowd is gathered (and, goodness knows, crowds are 
getting larger and larger all the time)—all of these and other changes 
are points in the dynamic relationships between individuals that seem 
to me to raise this great question which we must face squarely: What 
has psychiatry to contribute to a happier and healthier mode of life under 
these new conditions? 

I should like to make the point that when one begins actually to study 
and observe the behavior of individuals and try to interpret its meaning, 
there comes a great change in one’s own personal attitude. I know that in 
the nine years I spent in hospital work, we were primarily concerned with 
a series of issues which were primarily diagnostic or related to adjust- 
ment within the hospital. But when we came to the point of “ social” treat- 
ment or “ social adjustment” of anyone, child or adult, we found a different 
emphasis necessary. You may study behavior disorders and children and ° 
classify those children if that is all you want to do, but if your primary 
aim is to deal with the situation in a therapeutic fashion, then the issue 
of classification becomes secondary and presently you find you have forgotten 
about classification and are concerned with the dynamic elements in the 
situation. 

When Dr. Campbell was citing his interesting cases yesterday morning, 
I found myself tremendously concerned over the type of situation in the 
family to which those cases had to react in their earlier years, the types 
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of escape mechanism, flight mechanism then set up, which seemed to carry 
over into later life. 

The great point about working with children is that you can directly 
observe all the elements in the situation. I think Dr. Menninger will 
agree that when you work with college students, or any adult patient, you can 
only get at those things which, by one process or another, you can derive 
from the memory of the patient. When you are working with children 
you are in the middle of the situation which is later on going to have these 
profound influences not only on the behavior but also on the character- 
ological traits of the individual. 
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TWO CASES ILLUSTRATING THE COMBINATION OF 
AFFECTIVE AND SCHIZOPHRENIC SYMPTOMS.* 


By C. MACFIE CAMPBELL. 


The two following cases may be used to illustrate some of the 
difficulties presented by actual clinical material, and to show that 
the formal classification of cases is apt to do scant justice to the 
complexity of the facts. 

In each case the patient is a young woman in the twenties; in 
each case a diagnosis of manic-depressive insanity has been made 
at one period, while at another period and perhaps with equal 
justification the patient was considered to present the clinical 
picture of dementia pracox. The questions are raised whether the 
reference to either of these groups is justified, what exactly is 
meant by either diagnosis, whether a better and more adequate 
formulation of the case can be found than its mere inclusion in one 
or the other of these large diagnostic groups. In face of the usual 
type of discussion of such cases one appreciates the remark of 
Hoche that muddy water is not made any clearer by pouring it 
from one jug into another. 

In presenting the history of the first patient one may begin by 
a rather formal account of the various attacks, and then review 
in some detail the content of the utterances and the behavior 
in the individual attacks, with some discussion as to the dynamics 
of the psychosis. 

The accompanying figure shows the chronology of the various 
attacks. 


BrieF REVIEW OF THE PaTIENT’s LIFE wiTH ForMAL ANALYSIS 
OF THE VARIOUS ATTACKS. 
Born August, 1896. 
Age 15, tonsillitis and rheumatism. 
Age 16, depression lasting a week or two (no details). 
Age 17, inefficient as office girl, sensitive; dismissed. Onset 
of psychosis with fear of a trance, of hypnotism. First admission 


* Read at the eighty-second annual meeting of The American Psychiatric 
Association, New York, June 8, 9, 10, 11, 1926. 
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to hospital (April-June 1914), alert, easily distracted, smiling, 
gesturing, but not very talkative with some odd utterances and 
references to hearing voices. During the attack, tonsillitis. Diag- 
nosis: hypomania. Recovery. 

At home during the following year with variations in mood and 
activity. 

Age 19, second admission (October, 1915-January, 1916), con- 
dition of exhilarated excitement, with flight of ideas, playful and 
boisterous behavior ; later variable mood with transitory depres- 
sion. During the attack, tonsillitis. Diagnosis: manic-depressive 
insanity (manic phase). Recovery. 

During the following two years she tried to work several times, 
but felt the work was too much for her. One acute attack of 
tonsillitis. 

Age 21, third admission (April, 1918—October, 1918), after an 
initial period of depression with references to her mind being 
read, variable mood with impulsive, boisterous behavior; over- 
active ; autoerotic, exposing herself ; talkativeness alternating with 
refusal to answer; religious ideas. After August rapid improve- 
ment. Diagnosis: dementia precox—catatonic form. Condition 
on discharge, improved (the diagnosis probably explains the dis- 
inclination to consider the patient as having recovered). 

During the following few years the patient seemed to have 
returned to her usual level; she had one position as switchboard 
operator for two years. 

Age 27, fourth admission (April, 1924-January, 1925), no 
diffuse overactivity but impulsive behavior; variable responsive- 
ness; unexplained laughter alternating with sullen silence; odd 
utterances. Occasionally rather frank manic behavior. Diagnosis: 
manic-depressive insanity. Recovery. 

Tonsillectomy. A year of quiet but fairly satisfactory home life. 

Age 29, fifth admission (January, 1926- —), a retarded depres- 
sion, with a tendency to simple ideas of reference. 


REVIEW OF THE UTTERANCES AND BEHAVIOR IN THE 
Various ATTACKS. 


First Admission to Hospital (Age 17).—The onset of this 
attack was acute. She woke up one night, called her father, said 
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someone was trying to put her in a trance. Two days later she 
said that an Italian woman, a neighbor, was trying to hypno- 
tize her. 

In the hospital she said: “ All my family at home have hypnotic 
powers but me; my father, mother, brother and sister .... 
Father has it over mother, but I had a special lecture on it the 
last year I was in school, and they could not do it to me.” 

She made such irrelevant answers as: “ There was only one 
eye that I could find.” She was at times not responsive but picked 
up words and repeated them; at other times she talked, jumping 
from subject to subject and was very difficult to follow. Her 
behavior consisted of graceful gesturing and indicated a playful 
attitude. 

Second Admission (Age 19).—In the midst of trivial comments 
on the environment, she makes references to special topics. 
(Were you sick when here before?) “J was in love, I think. I was 
in the choir in B—. I swallowed a whole handkerchief.” “I am 
a rat in a cage. They are all jealous of me here and won't give 
me any clothes, because J am so good looking.” “Talk about 
electricity. You ought to see the barn next door. He’s Foxy 
Grandpa.” 

The patient at times went about the ward only partly dressed, 
with her clothes very carelessly put on. On one occasion she 
wore a ring made of blue ribbon. She referred to trouble at 
home on account of the alcoholism of father (never previously 
admitted). 

The reference to the barn may be of some importance, as one 
year previously she had told the social worker, when asked about 
dances, that the last one she had gone to was a week before the 
onset of her first serious mental attack, and she thought perhaps 
that was the reason of the attack. She had had a wonderful time; 
“it was a barn dance.” When in the hospital eight years later in her 
fourth admission, she said that her aim was to make people happy, 
but that she had not been able to do this “since the barn dance 
some time ago.” 

Third Admission (Age 21) .—In this attack, diagnosed dementia 
precox, there were unexplained variability of mood, impulsive 
behavior and many odd utterances. The onset appeared to the 
mother to be sudden ; but the patient said that she had been hearing 
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her own thoughts for a long time, and also heard God’s voice. 
“She knows that people can read her mind.” After a brief period 
of depression in the hospital she showed much boisterous be- 
havior. She often appeared to have auditory hallucinations 
(“it is God’s voice, He talks”), but gave no detailed account. 
She persistently removed all her clothes, was obscene in talk and 
at times masturbated continually. On one occasion she said she 
was afraid to stay in the room alone. 

Fourth Admission (27).—In this attack the patient was quite 
variable in responsiveness and impulsive in behavior. Some of 
her responses were difficult to interpret. (What was your occu- 
pation?) “A telephone operator and then a stenographer; do 
you know how to spell that? (Laughs) I got that before you did. 
That’s a way of protection.” (Have people noticed you?) “ Yes.” 
(How?) “TJ can’t bother or annoy.” 

It was during this admission in 1924 that she referred to 
“the barn dance some time ago” (1914). She also ejaculated 
explosively “ I wish to God I had a son.” 

At times the patient would indulge in unexplained outbursts 
of cursing; she gave the following explanation: “ That’s what’s 
in me, not that I hate the person I curse but they do something 
against me. I was looking for my pencil the other day and Janet 
had it, that is why I began to curse her up and down.” “TI can’t 
explain why I do things, I haven’t got any outlet for my energies.” 

In this period she gave some indication of her reaction to the 
repression of her sex instinct, which will be discussed below. 

Fifth Admission (Age 29).—The patient presented a fairly 
typical retarded depression. In addition her sensitive disposition 
showed itself in her ideas of reference; “When I feel blue like 


this that is just the time people stand on the street corners and 
laugh and talk about me.” 


REVIEW OF THE PERSONALITY OF THE PATIENT, OF THE 
SITUATION, AND OF THE ROLE OF THE SEX INSTINCT. 


Even during her periods of convalescence in the hospital or 
when living at home and in contact with the out-patient depart- 
ment, the patient never showed a frank and open attitude towards 
the main problems of her life. During periods of disturbed equi- 
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librium some explosive reference to the home situation, to friction 
with relatives, to underlying social ambitions, to repressed sex 
longings, might break forth; but at no time was the patient able 
to take up with her physician simply and frankly her main prob- 
lems, and bring her energies to bear upon the solution of these 
problems. 

Her general intelligence was only moderate, as her school career 
and occupational attempts had demonstrated; a special psycho- 
logical review yielded a psychometric score (Kuhlmann) corres- 
ponding to average adult intelligence, but showed that her capacity 
was very limited when left to her own efforts, the patient only 
showing a moderate output of energy when no pressure was 
applied (Dr. F. L. Wells). So in the face of her life difficulties 
she reached out for no help, did not spontaneously bring her intelli- 
gence to bear on the situation, hardly utilized the assistance which 
the physicians tried to put at her disposal. 

This passive attitude towards life, with little energy expended 
to gain satisfaction from real opportunities, may be one of the 
fundamental conditions of the patient’s failure to maintain a 
healthy equilibrium. 

In the economic sphere the patient failed several times and may 
well have felt discouraged and inferior. In the Fourth Admission 
during a period of talkativeness she exaggerated the amount of 
work she had done, and talked of the critical attitude of her 
mother ; “it is what my mother said to me is what cut me; she 
said I would never be able to hold a position.” In the business 
school where she worked for eighteen months before her first 
admission her record was not very good. In her first position at 
the age of 17, just preceding her first admission, she was found 
incapable of doing simple office work. She made mistakes in 
taking telephone messages, made a stupid mistake in selling; 
when corrected she would cry. The patient had never been able to 
do more than very simple office work, or work as a switchboard 
operator. The dissatisfaction with her economic career found ex- 
pression in other utterances in the interview referred to above, in 
which she referred to her mother’s criticism. “I never had any 
pleasure since I began to work; I haven’t got any outlet for my 
energies. .... My first ambition was to be a teacher 
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I can cook plenty, I like to cook candy, fancy pastry, bread, I can 
do other kinds of things, but I don’t stick to one thing.” 

Her sensitive disposition had been evident from an early age. 
In her first position not only did she cry when corrected, but she 
repeatedly thought that other people were looking for her job. 
She once threw down her notebook and pencil and left the office 
because she thought that a lady who was talking business with 
her employer was really looking for her job. In the interval 
between her second and third admission to the hospital, she some- 
times said to her family that people on the car looked at her or 
talked about her. In the period before the fifth admission she felt 
that people at the street corners laughed and talked about her. 

The sex instinct had played little overt role in the life of the 
patient, but certain features of her behavior when at home, as 
well as her utterances during the psychosis, showed how sensitive 
she was in relation to this topic, how much repression there had 
been, and how little had this problem been allowed to come into 
the realm of discussion and well informed thought. 

Before her first admission (age 17) she had talked to her 
employer about a man whom she met in the cars, but whom she 
did not know to speak to. Her employer thought she was much 
preoccupied with this topic. In the summer before her last admis- 
sion (age 29) she worked for a short time but had to stop, as a 
man used to pass behind her and this made her feel wneasy. 

She had been brought up with no adequate instruction regarding 
sex matters; she had learned about menstruation from a girl of 
her own age. She admitted occasional autoerotism in childhood, 
a minor sex episode with another girl, later the sight of an exhi- 
bitionist, a tendency to have a “crush” on teachers. 

She denied ever having any love affairs, or having felt any 
special attraction for a man. She had wanted to have children 
and had even indulged in phantasies of pregnancy. A fundamental 
wish was to have a home. 

In interviews with the physicians the patient made little effort 
to get a fuller understanding of her difficulties in relation to these 
problems. She showed little interest in discussing the striking 
utterances which she had produced during her various attacks, 
saying that she had forgotten them or saw no meaning in them. 
At the same time while making no active effort to grasp these 
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matters, she professed a certain passive willingness to receive 
information: “I think I need instruction; can’t you give it 
to me?” 

A review of the various attacks gives some insight into the 
forces and conflicts in the patient’s life. At the beginning of the 
attack which led to the first admission there was the nocturnal 
episode of fear, and two days later the statement that a neighbor 
was hypnotizing her. It is not impossible that the fear with the 
external projection represents the tension and turmoil associated 
with the sex interests that apparently were active at that time. 
She later says about this attack: “I was in love.” In her second 
admission she shows a tendency to be only partly dressed, but no 
gross exhibitionism; she also wears a ring of blue ribbon. In 
the third admission the repressed factor breaks out in the crudest 
form; there is continuous masturbation, gross exhibitionism, ob- 
scenity and later amorous behavior towards the physician. The 
erotic behavior, as in the previous attack, is partly compensated 
for by religious formulations. 

In the fourth admission a well marked amorous attitude towards 
the physicians was kept within the bounds of decorum. In this 
attack she discussed some of her personal problems and the 
influence of her training upon her general outlook. In regard to 
the rdle of the sex factor she said spontaneously: “ The only thing 
that a girl is after after a certain age and that is if she is normal 
the one thing in a girl’s life that she looks forward to if she is 
any way normal (she does not finish the sentence). I have met 
very few gentlemen friends. I never met any men that I wanted, 
I suppose because I didn’t meet enough of them I didn’t get 
married.” She felt that her education had been unduly repressive, 
“T shouldn’t have gone to a private school, I should have gone 
to a public school, they thought more of their prayers than they 
did of life.’ 1n the same interview when questioned on the sex 
life she said: “ I don’t believe in sex matters, I don’t like to think 
of such matters, why when you get courting it is all right, interest 
in sex is not needed that is what our church teaches. Sex is a 
beautiful thing but it can be abused, it is something I wouldn’t 
want to talk about, I never talked about it to anybody, nobody in 
my family ever told me anything about sex. I picked up my 
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information in a book.” It was in this attack that she one day 
ejaculated “ I wish to God I had a son.” 

It is evident, therefore, that beneath the surface of this passive 
nature, not energetic nor well enough endowed to get real satisfac- 
tion from ordinary opportunities in the economic or social field, 
were unsatisfied longings, phantasies, resentments, and the onset 
and special content of the individual attacks have to be studied in 
the light of the component forces discussed above. The role of 
somatic disorders, as serving to reduce the ability of the individual 
to maintain continuously an equilibrium consistent with normal 
social life, must also be weighed. The frequent tonsillitis and some 
dental infection that required treatment during the last attack may 
have contributed their quota to the various disturbing factors at 
work, making it more difficult for the patient to meet the difficulties 
caused by the inner conflicts within her personality and those 
caused by variations in the external situation. 

In discussing the history of the patient one sees both affective 
instability and misinterpretation of the outside world, both cycloid 
or syntonic and schizoid manifestations. Instead of analyzing the 
clinical evolution in these terms, one may prefer to call attention 
to the complex personal and environmental factors involved; a 
reserved and sensitive personality, rather passive and indolent, no 
intellectual keenness and only average intelligence, a repressive 
environment which ignored or stigmatized the sexual instinct, 
haphazard employment with failure and discouragement, recurrent 
attacks of tonsillitis. The physician is apt to take a somewhat 
fatalistic attitude towards such a patient and feel that the recurrent 
attacks are beyond his power to prevent or to modify. The review 
of such a case suggests the possibility that the young woman, if 
brought up in a more open atmosphere, encouraged to face directly 
the problems of human nature, guided to a certain extent in her 
economic and social adaptation, might have attained a much more 
stable equilibrium and been proof against the tests to which she 
was subjected. As it is, her future may depend upon the insight, 
the skill and the patience of her physician and upon the extent to 
which the latter can establish rapport with the patient, desensitize 
her to certain topics, outline a constructive plan of work, and 
organize the necessary social support for her while she is develop- 
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ing a new attitude towards life and sounder physical and mental 
habits. 

The second patient is a young woman of 25, whose family had 
been scattered on the death of her mother when the patient was 
10 years of age. She had a rather unhappy childhood with a 
stepmother, later an aunt, and also in one or two homes. The 
patient had been very fond of her mother and often wondered 
how different her life would have been if her mother had not died. 
She grew up to be a very efficient young woman, worked in a 
department store, made friends easily. In the year preceding her 
admission to the hospital her mood was somewhat unstable with 
periods of depression and others of elation. In the spring of 1924 
the patient began to occupy herself with the problem of bringing 
the family together. She got in touch with her younger sister 
whom she had not seen since the latter was a young child. She 
found that her younger sister had been in a reform school ; this 
distressed her very much. It was probably about this time that 
she learned that her mother had died after an induced abortion. 
The patient became depressed, inactive, seclusive, careless about 
her appearance; she gave up her job. She said that she felt her 
mother’s presence about her and she wanted to be with her. She 
dreamed about her mother a great deal. She said that she was not 
going to live and she wanted to be buried over her mother. Owing 
to this condition the patient was admitted to the hospital on July 9, 
1924. She presented the picture of a simple retarded depression. 
She showed no interest in the environment, answered questions 
enly after a long delay and in monosyllables. She was clearly 
oriented. She felt that her mother’s presence was always near her, 
watching over her; she had seen her mother as if she were in a 
cloud. Although the patient presented a picture of depression, she 
denied that she was depressed and hoped that she would get better. 
She admitted that she was unhappy. The patient made steady 
improvement and seemed well when she left the hospital on 
September 23. She resumed work after a brief period of con- 
valescence. She soon began to be somewhat overactive, always 
planning to go somewhere. Although not even engaged, she said 
she was going to marry, bought a diamond ring, hired an apart- 
ment, bought over a thousand dollars worth of furniture. She 
returned to the hospital on November 13, 1924. The patient now 
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presented a typical manic excitement, ‘‘ I feel wonderful, I never 
felt better in all my life.” She was overactive and extremely 
talkative, her attention was easily distracted and she commented 
on minor incidents. There was no evidence of any defect of 
memory. The patient showed no hallucinations nor delusions. 

The physical condition showed a herniotomy scar, slight general 
hypertrichosis, an acneiform eruption over the back, slight tremor 
of the hands. 

The patient continued during the following four months to be 
overactive and overtalkative with a tendency towards some irrita- 
bility. In December the patient had a febrile condition with some 
nausea and abdominal tenderness. At this time a history of an 
attack of jaundice during the previous June (1923) was obtained. 
The fever subsided without any unequivocal evidence of gall 
bladder disease being obtained. During the early part of 1925 
the patient had a severe attack of follicular tonsillitis. In the 
beginning of April the patient was still overactive and talkative, 
easily distracted, playing on words, rhyming and punning. Some- 
times she formed nonsensical words amounting almost to gibberish. 
During the middle of April she had begun to be silent for periods 
and by the end of April she would frequently not answer questions, 
even though she was still playful and easily distracted. In May, 
for a period of a week, the patient was quite mute although over- 
active and smiling ; she allowed saliva to collect in her mouth; she 
seemed to be quite observant and was rather coy. In June she 
showed the same playful smiling attitude with answers which were 
now more difficult to follow than previously, e.g. (How do you 
feel?) ‘“‘ you say one system one way and your other system the 
other way and I am your sister”; (How do you feel?) “do you 
feel I can read German, first, second, third, fourth, how do you 
feel Bill about it now that we have the cathedral’? (How do you 
feel?) “I feel like a fool (another patient had just said this), like 
April fool just like my sister does.” A week later when asked 
“how do you feel?” she said “I feel fine because I am a chu chu 
chinaman, a chink-a-ling ton, I know Christmas trees, some are 
false, some are real.” During July the patient was practically 
mute although playful, smiling and easily distracted. Later she 
could occasionally be induced to speak but was quite incoherent, 
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frequently repeating meaningless syllables. In August she had 
to be dressed and undressed, was mute, tended to retain her urine, 
sat in a curious slouching attitude in her chair, allowed saliva to 
collect in her mouth, sometimes held food in her hands for hours. 
August 26: tonsillectomy under ether anesthesia with no special 
reaction. During the following months there was little change 
in her condition but there was a marked tendency for a smiling 
play of the facial muscles; occasionally in a sing-song way she 
would produce very incoherent series of utterances. Although 
incoherent, the utterances seemed to be partly determined either by 
reminiscences or by topics of considerable emotional value. When 
given a pencil she wrote “ moth—mother.” The patient’s condition 
remained practically unchanged during the rest of the year. She 
showed no muscular rigidity, sometimes carried out a few simple 
orders, occasionally she would sing and once she began to dance. 
At times she smiled to herself with a peculiar grimacing smile. 
She frequently held her left hand over her right breast and the 
abdomen was unduly prominent. With the galvanometer she 
showed little reaction either to stimulus words or to sudden noises. 
A sample of the patient’s utterances may be taken from an inter- 
view on December 21, 1925. She said “nothing soon, since I 
see you I’ve been so good to you, they said that I was born in 
nature, never to tell my secrets, people are too inquisitive and 
children they are like cherubs, now let’s at the Art Museum, as I 
have never seen my father’s under shroud I have never known of 
my wedding—I am the only one that has the seal and I was born 
December 25, 1910. I am of a Caucasian type, a true type Indian ” ; 
(physician takes his keys from his pocket) “ where are my little 
keys,” she took them in her hand. (“Her behavior is perhaps 
a pose”) “I posed for nature and coffee once, they gave the baby 
because my father had to have his tea.” She made some very 
relevant remarks about the occupational department and then 
rambled on in words that could not be made out. 

In a previous interview (November 10) the following sample 
of her talk was noted: “ That’s my name, Sabina, sin a minute, 
born of a Gypsy lover, what the disgrace when you chose chastity, 
take your cross and follow me, I am a spirit created to be adored 
and enjoyed, there will be weeping and gnashing of teeth, when 
they—gray nun, a nun means a noun, profanity means ?? sexual 
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intercourse, interwoven you're born of a holy poly, you'll go to 
the north trail tonight, clearness means cleostomy, cleostomy 
means learn of me—I got split on my head where my veil was, 
I am the mother of God.” The patient when given an enema would 
resist strongly, saying that she was being assaulted, “ somebody 
going to ruin me.” 

After the return to the ward of a nurse whom the patient liked 
very much she began to talk much more freely. During the early 
part of 1926 her condition showed little change and she was 
transferred to another hospital. 

In May 1926 she was described as being extremely untidy; 
“she stands for long periods of time in the same position, mumbles 
to herself, throws away her shoes, she has impulsively attacked 
nurses and patients on several occasions, she makes the impression 
of reacting to auditory hallucinations.” 

Discussion of the Case—In the case of this patient as in the 
preceding one both affective and schizophrenic features are promi- 
nent ; but while in the former case we see in the various attacks a 
blending or admixture of both types of reaction, in the second case 
the schizophrenic reaction seems to represent a later and more 
severe stage of a mental disorder which in its earlier stage had 
presented merely pronounced affective reactions. 

In the case of the second patient, as in that of the first, one is 
not satisfied with a mere reference to the constitutional factor and 
with a definition of the same in terms of the cycloid and the schiz- 
oid component, nor with a one-sided emphasis on the disturbing 
physical conditions (possible infection of the gall-bladder ; tonsilli- 
tis). One has to reconstruct the total situation, to see the patient 
with her special constitution exposed to special life difficulties and 
mobilizing the different resources of her many sided endowment 
to meet these difficulties. 

The first indication of instability occurred during the year pre- 
ceding admission, and at the beginning of the definite attack which 
led to her admission we find the patient preoccupied with the 
family situation, dreaming about the mother, trying to substitute 
for the mother by bringing the scattered family together, longing 
to mother her young sister. She ruminated over her mother’s life 
and unfortunate death, and her longing was sufficiently strong to 
make her feel that her mother’s presence was about her. On her 
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second admission she stated that she had written for someone to 
get her a boy about six years old to stay with her as she would be 
lonesome when married ; she wanted “ some poor kid that did not 
have a mother.” After admission she wrote to the father of a 
young patient that she wished to adopt this child, whose hair she 
attempted to bob. In the later schizophrenic condition she tended 
to indulge in baby talk and there are interesting references to 
mother and father. 
_ The detailed discussion of the attitude to the mother and of the 
relationship of her preoccupation with this topic to the schizo- 
phrenic mode of reaction, in which many of the symptoms can be 
formulated as regressive, is beyond the scope of this communi- 
cation. One may, however, contrast this harking back to the old 
childhood situation, and the absence of crude erotic manifestations 
in this patient with the obvious preoccupation of the former patient 
with the sex instinct and its gratification at the childhood or adult 
level. One may also contrast the manic phase of the disorder, in 
which she is preoccupied with the topic of marriage, with the later 
schizophrenic phase, with its regressive and phantastic expressions. 
In this case, as in the former, the early experiences of the patient 
and the life situation appear to play an important role, and the 
psychosis need not be considered as the inevitable expression of 
some constitutional instability. 


SUMMARY. 


The review of two patients presenting the combination or alter- 
nation of manic-depressive and schizophrenic modes of reaction. 

The constitution of the patients may have determined to a 
certain extent the type of their reaction, but early environment 
and experiences had probably influenced their stability and left 
their stamp on the later psychoses. 

A fatalistic emphasis on the congenital endowment is less useful 
than attention to the moulding environmental factors, the study 
of which encourages effort in the direction both of prophylaxis 
and treatment. 


DISCUSSION. 


Dr. Hutcuincs.—Mr. Chairman, it seems to me that this very interesting 
and illuminating discussion on the part of Dr. Campbell should not pass 
without a word of appreciation. It seems to me that Dr. Campbell’s method 
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of approach to the understanding of his cases is one that offers the greatest 
opportunity for benefit and is in very great contrast to the older method 
of formal diagnosis and crude prognosis which we had to rely upon until 
psychoanalytic interpretations became known to us and we were taught to 
look below the surface and try to understand the individual as a whole. 

This is what Dr. Campbell has advocated for years and we are indebted 
to him for presenting to us these two cases and showing us his very 
plain and common sense method of investigating the life history of the 
patient and trying to understand the conflicts which the patient has 
undergone, the eccentric attempts at adjustment which he makes but 
which are not consciously determined but are the result of reviving 
infantile or archaic methods of reaction, displaying themselves in the 
symptoms of the psychoses. His is a method which we may all profitably 
follow. Such studies will give us a better understanding of the personali- 
ties and circumstances under which the personality is required to adjust 
itself and lead us to considerations of practical measures of health and also 
throws light upon the possibilities of prevention in other cases if under- 
taken at the right time. I wish to thank Dr. Campbell for his paper. 
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A DYNAMIC INTERPRETATION OF KRETSCHMER’S 
CHARACTER TYPES.* 


By ISADOR H. CORIAT, M.D., Boston, Mass. 


In his illuminating and stimulating work on “ Physique and 
Character,” Kretschmer * has opened up new vistas in both descrip- 
tive and interpretative psychiatry. The basis of this work is limited 
to the two principal psychotic groups, the manic-depressive and 
the schizophrenic, and in it Kretschmer has attempted to correlate 
the character types or temperaments and the physical configuration 
in these two groups. Without entering into details concerning this 
attempted correlation for which perhaps further clinical investi- 
gation may be necessary through psychiatric research and anthro- 
pological methods, it may be of practical interest to reinterpret 
these character types on the basis of the libido theory, particularly 
since by means of such an interpretation, there may be formulated 
certain view-points for an analytic approach to the problems of 
psychiatry. This paper will be limited to an interpretation of 
Kretschmer’s work as a central point of discussion and will not 
attempt to describe the primitive, archaic elements in the psychoses. 

Kretschmer’s classification of cycloid and schizoid shows a close 
similarity with the direction and flow of the libido in the psycho- 
analytic or dynamic sense. For instance, the personality traits and 
the thinking processes of the schizoid are narcissistic, those of the 
cycloid, object-libidinal. In the schizophrenic this narcissism cor- 
responds to the well-known negativism or negative transference, 
in the manic-depressive we have the accessibility or the positive 
transference. Such an interpretation may be of practical value in 
the prognosis of the psychoses, particularly those mixed types into 
which enter difficulties of differential diagnosis, such as the cyclo- 


themic with schizoid thrusts or the schizophrenics with cycloid 
thrusts. 


* Read at the eighty-second annual meeting of The American Psychiatric 
Association, New York, June 8, 9, 10, 11, 1926. 


*Ernest Kretschmer: “ K6rperbau und Charakter,” Berlin, 1925. 
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The organic or physical configurations and the functional or 
character traits of certain psychoses are probably not independent 
as Kretschmer has pointed out, but from the psychoanalytic stand- 
point, are bridged by libidinal trends that is, ‘‘a fusion of the 
psychic with the somatic.” ‘“ Physique and psychosis do not stand 
in a direct clinical relation to one another. The physique is not a 
symptom of the psychosis, but—physique and psychosis, bodily 
function and internal diseases, healthy personality and heredity 
are each, separately, part symptoms of the constitutional basis 
which lies at the bottom of the whole, and are indeed bound 
together among themselves by affinitive relations.” (Kretschmer.) 
Therefore any dynamic approach to these problems must be ex- 
pressed in terms of the libido. This approach is not as speculative 
as may appear at first glance, if one remembers the experimental 
demonstration of the physiological basis of the libido by Lipschitz * 
which confirms the psychoanalytic theories of infantile or pre- 
pubertic sexuality and the sexual latency period which antedates 
puberty. Such a bridging through libidinal trends, particularly 
in the so-called “ pathoneuroses,” that is, neuroses on the organic 
level, has also been pointed out by Ferenczi and Rank. “ Since the 
theory of the instincts and also the sciences of biology and physi- 
ology have been called upon partly as a help in understanding 
mental phenomena, in particular since the so-called ‘ pathoneu- 
roses,’ that is the neuroses on the organic level, the organ neuroses, 
are treated psychoanalytically, disputes about border-line cases 
have taken place between psychoanalysis and physiology. ... . 
One must . . . . bear in mind only the mental personality and its 
relations.” * 

Various psychiatric character types, which are the result of 
arrested ego and libido development, at an earlier auto-erotic or 
pregenital stage, have been pointed out by several investigators. 
“Viewed in a large biological frame work, however, the endo- 
genous psychoses are nothing other than marked accentuations 
of normal types of temperament.” (Kretschmer.) For instance, 
there can be mentioned Bleuler’s syntonic or schizoid reaction- 
types, Jung’s introversion and extraversion and Freud’s trans- 


? Alexander Lipschiitz: “‘ The Internal Secretions of the Sex Glands,” 1924. 
*“ The Development of Psychoanalysis.” 
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ference and narcissistic neuroses. The syntonic reaction-types 
comprise the cyclothemias, manic-depressive periodic reactions and 
chronic depressive and manic moods. In the schizoid reaction-types 
are grouped the schizophrenias, schizoid psychopathic conditions 
and latent schizophrenia. In introversion there is a turning 
inwards of the libido, whereby a negative relation of subject to 
object is expressed, while in extraversion, there is an outward 
turning of the libido. In the narcissistic neuroses, the libido invests 
the ego itself instead of investing it on objects (object cathexis) 
as in the transference neuroses. In other words, to quote Freud * 
“The difference between paraphrenic affections (narcissistic) and 
the transference neuroses, appears to be in the circumstance, that 
in the former the libido that is liberated by frustration does not 
remain attached to objects in phantasy, but returns to the ego; 
the megalomania then represents the mastery of this volume of 
the libido, and thus corresponds with the introversion on to the 
phantasy-creations that is found in the transference neuroses.” 

It appears, then, that whatever terminology of classification may 
be utilized, the capacity for libidinal transference is the predomi- 
nating unconscious mechanism in the construction of the psychoses. 
The capacity for transference in the schizoids is not able to over- 
come the narcissistic fixations, hence the thinking of the schizoid 
is narcissistic, that of the cycloid or manic-depressive is object- 
libidinal. In the schizoids the libido is bound, in the cycloids, it is 
freer ; there is a channel for the outward flow of the libido. This 
outward flow of the libido is well described by the pykinical Fal- 
staff, when he states “ I am not only witty in myself, but the cause 
that wit is in other men” (Henry IV, Part 2, Act 1, Scene 2). 

This narcissistic binding of the libido may explain the blocking 
of thought, so frequently found in schizophrenics. It is the with- 
drawal of the libido into the ego, which produces in schizophrenics 
their marked break with reality, even to the extent of schizophrenic 
negativistic stupor. In the transference neuroses, the libido is 
massed in the transference or the transference object becomes 
cathectized; in the narcissistic neuroses, the cathectic object of 
the libido, is the ego itself. The fate of the libido when withdrawn 
from external objects in schizophrenia is at the expense of the 
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object libido, it is directed onto the ego, hence schizophrenia is a 
narcissistic psychosis, in contradistinction to the manic-depressive 
reaction-types, where in the pure cases at least, the libido is almost 
completely directed towards the external world. As Schilder* has 
stated it “ In schizophrenia, there is a regression to the narcissistic 
stage.” 

Expressed in terms of libido, the manic-depressive is a trans- 
ference psychosis, the schizophrenic, a narcissistic. In the psy- 
choses, more than in the neuroses, the distinguishing mark of 
prognosis is the capacity for transference in overcoming the nar- 
cissistic fixations of the symptoms. This capacity for transference 
is dependent upon the direction of the libido flow. The outbursts 
of anger and excitement in schizoids are probably produced by 
a wounding of the narcissism. All schizophrenics are narcissistic, 
but if their narcissism becomes completely incompatible with 
reality, there is produced the well-known autism. The schizoid 
finds his libido outlet in fantasy, the manic-depressive in activity. 
In the manic-depressive psychoses there is an attempt to invest or 
surmount the external world, to incorporate it, in the sense of the 
incorporative phase of the oral libido, as Abraham has pointed out. 
Hence the schizoid is stubborn, pessimistic, anal erotic, that is 
negativistic, while the manic-depressive shows the fluctuating opti- 
mism of oral erotism. 

There are probably no pure and unadulterated schizoids or 
cycloids, because there are no pure and unadulterated transference 
or narcissistic psychoses, as a certain amount of the libido is 


_ always retained in the ego, hence a certain degree of narcissism is 


always present. In fact, object-libido was at first ego-libido and 
can be transformed into ego-libido again. It is for this reason that 
we frequently encounter the so-called mixed psychoses, that is, 
manic-depressives with a schizophrenic coloring and schizophre- 
nics which may strongly resemble manic depressive psychoses. 
This corresponds to Bleuler’s statement—‘‘ Except in the rare 
extreme cases we now no longer have to ask, is it manic-depressive 
or schizophrenia? But to what extent manic-depressive and to 
what extent schizophrenia?” 


*P. Schilder: “Entwurf zu einer Psychiatrie auf Psychoanalytischer 
Grundlage,” 1925. 
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This condition is clearly seen in those manic-depressive reaction- 
types which show prominent schizophrenic features, particularly 
those cases in which the clinical condition is one of stupor and 
which can only be differentiated from genuine schizophrenia with 
difficulty. The process of recovery in these cases can be formulated 
in psychoanalytic terms. The ego-libido (narcissistic regression 
or stupor) passes over into object libido by breaking through a 
vulnerable point in what may be termed the narcissistic shell. 
There is a conversion from the ego-regression of the psychosis to 
libidinal cathexis, in other words, the process of recovery is an 
attempt to attach the libido to objects, through loosening or with- 
drawing it from the ego. During the psychosis this object attach- 
ment is absent, there is a dominance of the ego-libido or the nar- 
cissistic regression which takes the form of a complete break 
with reality in the form of a fcetal-like regression. In these cases, 
the transition to recovery is slow, because the schizoid (narcissis- 
tic) elements in the mixed psychosis have predominated over the 
cycloid (transference) elements. In a pure transference psychosis, 
recovery would have been much more rapid and accelerated, but 
the strong narcissistic element always retards recovery. The object 
libido, the transference element, swings to the foreground, hence, 
the gradual adjustment to reality. 

Thus we have the affective impenetrability of the narcissistic 
psychoses as compared with the affective penetrability of the 
transference psychoses. As Kretschmer has stated it “ The sexual 
behavior of the schizophrenic is far more complicated. Anyone 
who does not take great trouble and does not have good psychic 
rapport with his patients, will often learn nothing detailed on this 
matter from schizophrenics.” In other words, in schizophrenics 
the transference is difficult, because of the narcissism and the 
autistic isolation. The prognosis in schizophrenia is so dubious 
because the ego is far more deeply involved or narcissistically in- 
vested, than in the manic-depressive types. The narcissistic libido 
is obstructed in finding its way back to objects and on the amount 
and strength of this obstruction, the prognosis depends. 

As Walder * has pointed out—“ Let us then distinguish the two 
mechanisms: by one the libido finds its discharge by regression 


*R. Walder: “The Psychoses: Their Mechanisms and Accessibility to 
Influence,” Int. J. Psychoanalysis, VI, 3, 1925. 
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into the ego; this we may term a regressive psychosis. The other 
mechanism is that by which, following upon the regression, a 
(not wholly successful) attempt at restitution is made, this form 
I shall call a restitutive psychosis. In the psychoses the clinical 
picture seems to be determined sometimes by the one set of mecha- 
nisms and sometimes by the other. Thus catatonia should be called 
regressive and paranoia a restitutive psychosis. It is to be antici- 
pated and is in agreement with experience in pathology, that in 
the mechanism of regressive psychoses it is not generally the whole 
ego which is libidinally cathected, but varying parts of it in a 
variable degree. In an analogous manner when restitution takes 
place there is projection of different parts of the ego in a variety 
of ways.” The hypothesis of restitution in the paranoiac states 
has been described by Freud in the Schreber case,’ namely, that 
the delusion formation is in reality.an attempt at recovery, a 
process of reconstruction. Thus the psychoses, whether benign 
or malignant, are the outcome of a disturbance or a conflict between 
the ego and its environment (the outer world) .* 


DISCUSSION. 


Dr. Britt.—Dr. Coriat has very well summarized the relationship between 
the works of Kretschmer and the facts which we have obtained from our 
psychoanalytic knowledge. As you know, Kretschmer has made a thorough 
study of manic depressive insanity and dementia precox and came to the 
conclusion that besides the extreme types there are also very mild cases 
that are never perhaps seen in the hospital who show the same character- 
istics. He designated them as schizothymic and cyclothymic respectively. 
Bleuler went even further than Kretschmer and claimed that these forms 
of reaction are also found in so-called normal personalities. Bleuler desig- 
nated such persons as schizoid and syntonic types which I believe are 
better terms. Such personality reactions are certainly found in all cases 
that later develop schizophrenia or manic depressive insanity although 
the great majority remain healthy. 

I read a paper on the subject before this Association two years ago 
and I was trying. at that time to show how those classifications fit in with 
Freud’s classifications of the psychoneuroses, namely, the transferrence 
(syntonic) and the narcissistic (schizoid) neuroses. Bleuler was right 
when he said there, are no clear-cut cases of the schizoid or the syntonic 


*“ Psychoanalytic Notes Upon an Autobiographical Account of a Case 
of Paranoia,” Collected Papers, Vol. III. 


*S. Freud: “ Neurosis and Psychosis,” Collected Papers, Vol. II. 
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type, that it is simply a question to what extent one is schizoid or to what 
extent one is syntonic. The prognosis depends on the preponderance of one 
or the other. According to Bleuler the psychoneurotics are preponderatingly 
schizoid despite the fact that some will give the impression.of being syntonic. 
The background of hysteria whether mild or deep is schizoid and this is 
certainly true of the compulsive neurotics. Here we are often puzzled 
by the fact that they at first present clear-cut compulsive symptoms and 
then without apparent reason, they begin to act like dementia przcoxes, 
evincing hallucinations and delusions. Viewing those cases in the light of 
Kretschmer and Bleuler, one can readily understand how a schizoid patient 
may for some reasons become more schizoid and instead of an obsession 
show a hallucination. I can corroborate what Dr. Coriat pointed out, 
namely that as long as the patient was able to give a certain amount of 
libido to the outer world, he was acting as a compulsive neurotic, but later 
when he could not do it he regressed and became a precox. Such observa- 
sions also show that Freud was justified in his statement made many years 
ago when he warned us all not to analyze precoxes. He felt that the 
precox reaction is in itself a form of adjustment and that the analysis 
might disturb it. 

The time is short so that I will, close my remarks by saying that Dr. 
Coriat has pointed out mechanisms that are of much greater importance 
than some of you may. think. Following Freud, Bleuler and Kretschmer, 
one can view the personality as a whole from the normal to the extreme 
abnormal, to the extent of eliminating such vague classifications as consti- 
tutional inferiority and psychopathic personality. 


Dr. Epwarp E. Mayer.—Dr. Coriat has given us a lucid, remarkedly 
well-written exposition of the Freudian concept of the libido with its charac- 
terological separation into object and ego libidinous types. I rather ques- 
tion, however, the possibility of utilizing the views of Prof. Kretschmer 
to emphasize those of Freud. I am rather inclined to believe that Dr. 
Coriat has not taken into account the views of Prof. Kretschmer in their 
entirety in order to prove his point. His work on Medizinsche Psychologie 
gives me, at any rate, a view-point not in harmony with the way Dr. Coriat 
has used Prof. Kretschmer’s attitude. 

I believe I can illustrate this by contrasting two clinical types that 
Prof. Kretschmer discusses rather than attempting more theoretical detail. 
Prof. Kretschmer emphasizes, for instance, the necessity of a separation 
of the compulsion neuroses from the hysterias. Hysteria to Kretschmer 
is a schizoid type. It is always an abortive schizophrenia. Yet if it could 
be expressed in Jungian terms, the hysteric reaction group is more 
extrovert than introvert. 

Basically, wishing for something in life that he does not have, and 
as a rule cannot have, the reaction of a hysteric has its origin, expressed 
in Freudian language, in a narcisstic longing. But in his personality expres- 
sion, in his relations to others, to achieve his goal, he presents an extro- 
verted phase. The sex-complex reaction of the cycloid temperament that 
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brings on a compulsion neurosis with an objectively attempted rationali- 
zation is clearly separated by Prof. Kretschmer from the sex-complex 
reaction of the schizoid temperament that brings on a splitting of person- 
ality with a repressed unrationalized affect. The failure of exteriori- 
zation, the lack of an attempt at an affect-projection is characteristic of a 
hysteric reaction. The opposite occurs in a compulsion neurosis. 

The paranoid and compulsion neurotic in Kretschmer’s analysis belongs 
to the cycloid class. This group is able to accomplish some degree of 
rationalization even if it is through delusions of reference. This group 
never is given to a splitting of personality. It is an introvert group but 
it is placed by Kretschmer among the cycloids. The distinction made by 
Kretschmer is, you see, upon a different plane of thought from the concep- 
tion of Jung with his extrovert and introvert classification. Nor can it be 
brought into harmony with the ambivalent libido conception of Freud. Prof. 
Kretschmer accepts a primary narcisstic (instinctual) trend but does not 
subscribe to the secondary narcism that is involved in Freud’s theory 
of the ID, so dominant in psychoanalysis especially in connection with 
paranoid trends. The compulsion neuroses and the transference neuroses 
are both regarded by Freudians as misplaced energic trends from the posi- 
tive or primary narcisstic stream. This also is difficult to correlate with 
Kretschmer’s ideas who as I have just stated, makes the first class a 
cycloid type and the other a schizoid type. 

We have in my opinion, in the Freudian and Kretschmerian views psy- 
chologic approaches from so different an approach that they are irrecon- 
ciliable. Personally, I believe Kretschmer’s conceptions are rather dogmatic 
and are not clarified sufficiently to enable us to correlate them with the 
detailed ideas current in psychoanalytic literature. Again I desire to express 


my appreciation of a paper that gives us such a clear analysis of the 
Freudian standpoint. 


Dr. Cortat.—(Closing.) My object in presenting this brief communica- 
tion was not to attempt in any way to correlate the physical types with the 
character traits. I wished merely to describe the character traits on which 
Kretschmer lays so much emphasis in the production of psychoses and 
reinterpret them from the psychoanalytic or dynamic viewpoint because I 
feel that Kretschmer’s work in spite of its detailed elaboration, still remains 
on the descriptive level. As I said earlier this afternoon, I do not believe 


psychiatry can progress if our study of the psychoses remains purely 
descriptive. 


DEFECTS IN THE ZONE OF LANGUAGE (WORD- 
DEAFNESS AND WORD-BLINDNESS) AND 
THEIR INFLUENCE IN EDUCATION 
AND BEHAVIOR.* 


By E. BOSWORTH McCREADY, M.D., F. A. C. P., Pirrspurcn, Pa. 


It is not necessary, before this body, to enlarge upon the state- 
ment that the various faculties and functions of the mind may 
attain to widely different stages of development and activity, 
depending upon phylogenetic and ontogenetic tendencies and varia- 
tions, and upon the preservation of somatic integrity. 

Intelligence is largely dependent upon language, for without 
language in some sort or other, intelligence cannot exist. Lan- 
guage includes more than speech. It is any method which conveys 
thought or feeling. Natural language consists chiefly of changes 
in facial expression, as in crying, frowning, laughing, grimacing, 
and includes gesticulation, gestures and imitation of actions. It 
contains elementary forms common to both humans and animals 
which are understood by persons of different races, nationalities, 
ages and degrees of intelligence. Without doubt these natural 
phenomena of language were the earliest form of human expres- 
sion, and they are the forms of language earliest understood by 
the young child. He, from early infancy, is accustomed to hear- 
ing definite words associated with these signs, and they are of 
inestimable value in the development of speech and of intelligence 
in general. Later they are retained to ornament, enforce and 
modify vocal articulate communication (speech), lending an affec- 
tive element which might otherwise be lacking; and so the actor 
and orator grace and emphasize the beauty and vigor of their 
words with appropriate facial expressions and gestures. 

It is probable that the first utterance of the newborn child is 
a pure reflex due to the assumption of the physiological function 
of respiration and to thermic and static adjustment to a new 


* Read at the annual meeting of The American Psychopathological Asso- 
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environment. But accompanying this reflex act, there is an affec- 
tive element of discomfort and for long after, until inhibition is 
well developed, discomfort from any source brings the same 
response. Adjustment to the new environment with the addition 
of artificial warmth stills the cry and subsequently the infant’s 
cry means not only an expression of discomfort but a desire for 
relief. Being essentially egocentric, he soon becomes preoccupied 
with the sounds for which he is responsible and during the period 
when discomfort is turning to comfort he finds a certain satis- 
faction in these sounds and a pleasure in the movements of lips 
and tongue, organs which before seemed useless, except for the 
purpose of suckling, which also gave him pleasure. To the 
gutturals and vowels, the labials and dentals are added and for 
a time the infant occupies a considerable part of his waking time 
in practicing and perfecting himself in the making of these sounds, 
profiting much from imitation of his elders. Soon he begins to 
associate definite sounds made by himself and by others with 
objects and persons seen, felt, tasted, smelled and heard. He 
has already learned that he is capable of making sounds himself 
and when his mother used definite sounds in connection with 
definite objects, he attempts to imitate them. 

Early in infancy it is determined whether the left or right 
cerebral hemisphere is to assume the dominant function in the 
control of speech. Some g1 per cent of all persons are right- 
handed and while ieft-handedness frequently occurs in several 
members of the same family, and in the descendants of left- 
handed individuals, this fact does not necessarily involve the in- 
fluence of heredity as an explanation. 

It is too much to suppose that our early progenitors understood 
the function of the heart and its importance as a vital organ. It, 
however, was the structure of which, during fight or flight, fear or 
joy, they were most aware. Impressions of its hurried activity 
obtruded themselves upon their consciousness in all but the most 
extreme moments of preoccupation. It was but natural, therefore, 
that the less aware side of their bodies should be the one presented 
to danger, to assume the burden of protecting the other side which 
contained the most sentient part of their being. Thus the right 
side of the body, particularly the right hand, came to be more 
habitually used for the various activities of life. The baby is 
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approached from the right, objects are placed in his right hand 
and very soon he begins to use the right hand to the frequent 
exclusion of the left. 

Since 1906, when Marie published his iconoclastic papers upon 
the subject of aphasia, the previous conception of the cortical 
localization of the zone of languages with definite and constant 
division into special centers, has received considerable revision. 
The later thought upon the subject considers the cerebral cortex 
as a synthesis of various organs which do not have an exact corre- 
spondence with gyri and convolutions. Various areas in the cortex 
subserve certain elementary functions which are but one phase 
of many psychic activities. These elementary functions of the 
various cortical areas consist of sensations and memories and 
when these are synthesized by a series of successive integrations, 
the highest types of psychic activity becomes possible. Distinct 
cortical areas exist but in primitive animals capable only of the 
common elementary functions. In various species there exist evo- 
lutive areas which have the function of elaborating elementary 
functions peculiar to the species, as those of speech in man, The 
cortex, therefore, is divided into primary zones and evolutive 
zones, and every psychic process results from a successive integra- 
tion of these elementary areas. A complex mental process mani- 
fests itself through the integration of many or all parts of the 
cortex with the inevitable participation of the evolutive zones. 
Thus there cannot exist a center for memories isolated from the 
fields involved in sensation and perception, even though it be 
granted that these two last phenomena may be activated in differ- 
ent layers of the same area. Perceptions and memories which are 
habitually presented to our consciousness are already synthesized 
processes and not elementary sensations, and for this reason, 
their localization is to be found in their elements, the areas for 
sensations and memory images, and perceptions result from a 
fusion of sensations and memory images. 

It is, of course, not to be denied that there exist, in the cortex, 
associated areas for the retention of memories and concepts, visual, 
auditory, olfactory, proprioceptive, kinetic, etc., and that close to 
the area for the movements of the organs of speech, there exist 
more or less closely grouped association cells and fibres which 
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are concerned with their movements in speech. However, these 
purely motor areas are connected by many complicated and intri- 
cate association pathways reaching all parts of the brain. It is only 
by the use of this elaborate and highly involved mechanism that 
the individual is able to express thought in language, whether it 
be articulate speech or by writing, reading, the assumption of 
attitudes, the expression of the face, a change in intonation of 
voice or by laughing, crying or shouting. 

Up to the present, conclusions regarding the faculty of language 
have been based upon studies of its development in normal children, 
in animals and upon the phenomena of aphasic disorders in adults. 
It may be that further study of the class of cases which form the 
basis for this paper may throw some additional light upon the 
subject and serve to accentuate the importance of the so-called 
“ Evolutive Areas,” which pretty closely correspond to the speech 
centers of the early writers. 


Although a voluminous literature on the subject of aphasia in 
adults has grown up since Broca’s epoch-making contribution in 
1861, the subject of aphasic conditions in children received but 
scant mention until 1896 (June) when Kerr’ in the Howard 
Essay of the Royal Statistical Society referred to this subject as 
fdllows: “ Almost +mique—cases are found with most Bjzarre 
defects. Agraphia, for instance, may 
especially-tf-it-eccurs, as in one of my cases, in a boy who can-do 

arithmetie-so-long_as it-involves Ara writes 


zibberish j in a neat hand for dictation exercise; a boy with’ word- 


blindness who can spell the separate letters is a trouble; another 
who only since his ninth birthday began to speak intelligently, 
although understanding all said ; another who, though not imbecile, 
hears well and is dumb. These are extreme cases, but slight cases 
are also met with.” Later in the same year (November) Pringle 
Morgan* described a case of congenital word-blindness. The 
occurrence of special and isolated difficulties in language ability 
in children was noted, however, long before this. Clara Harrison 
Town,’ in her excellent article of 1911 in which she gave a com- 
prehensive historical review, mentions that Gall, as early as 1828, 
in writing of memory, differenfiates the process Ito distinc 
faculties, among them noting “ word-memory of 
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spoken language” and describes these functions in diseased con- 
ditions, anticipating the ‘‘ word-blindness ” of Kussmaul and the 
“motor aphasia” of Broca. He also describes faulty speech 
memory in children giving a clear clinical picture of that form of 
what we now call congenital aphasia. 

Gall apparently not only recognized the condition but also differ- 
entiated those who were feeble-minded from those with otherwise 
normal intelligence. Benedikt, according to Kerr in 1865, described 
an intelligent boy who heard and understood, but could not speak 
beyond saying “ papa” and “ mama.”’ Town mentions a case of 
word-blindness associated with very limited powers of speech re- 
ported by Broadbent in 1872. 

appear to be congenital. One, a boy of 13, mentally slow, spoke 
qttya few words; he tearned to read, then to write, and finally to 
speak. One, a boy of eight, without voluntary speech, understood 
spoken words and learned first to read and then to speak. The 
third boy, also eight years of age, understood both spoken and 
written language, but never spoke voluntarily and could only repeat 
single words with difficulty. The fourth case, also a boy, did 
not attempt to speak until nine years of age and at 13 spoke but 
a word or two. He was taught to read, write and speak distinctly. 

The early cases reported were motor and auditory in character. 
That of Broadbent was apparently the first instance of word- 
blindness in children to be observed. Since 1896, when the valuable 
contributions of Kerr and Morgan were presented, word-blindness 
has created more interest, though this condition, like other aphasic 
conditions in children, has not received the general attention that 
the importance of the subject deserves. 

In 1909 I* reported the first instance of a juvenile aphasic 
condition that had come to my attention, a case of word-blindness 
associated with stuttering. At the same time I reviewed the exist- 
ing literature on word-blindness in children in which I found 41 
more or less well-defined cases, though I included several which 
now I would not consider congenital in origin. Of the 41 cases of 
which I was able at the time to obtain accounts, all but five had been 
observed either in Great Britain or in this country. Of these five, 
two were from Buenos Aires, and one each from Holland, Bavaria 
and France. With more widely disseminated interest in the subject 
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however, reports of cases from localities where languages other 
than English are spoken appeared in the literature and it may 
be noted that Warburg (according to Kerr) in Cologne found 
14 cases in 2000 ordinary school children, and seven with a similar 
defect among 400 in special schools. This rate of incidence is higher 
than that noted by Thomas,’ who, in 1905, upon the basis of obser- 
vations in the London schools, estimated that one in 2000 elemen- 
tary school children may be expected to show word-blindness to 
a considerable extent. 

It is interesting to note that boys seem to be the more frequently 
affected. In the 41 cases of word-blindness I have mentioned but 
17 per cent were girls, and Wallin’ found eight instances in boys 
and two in girls among 430 consecutive cases examined by him 
in the Psycho-Educational Clinic of the St. Louis public school 
system. Orton* mentions that 14 of a series of 15 cases seen by 
him were boys. 

As will be seen from the above comments, the statistical infor- 
mation regarding the frequency of aphasic conditions in children 
is rather meagre and will remain so until the possibility of their 
occurrence is more generally recognized by those who come in 
contact with backward and feeble-minded children. Even the minor 
degrees leading to delayed and impaired speech and to difficulties 
in reading and number work should be recognized in order that 
appropriate special training may be given. It is my personal opinion 
that the condition in varying degrees of severity is quite common 
and that teachers and others should know this and modify their 
methods of instruction accordingly. Even a physiologically slow 
rate of development of any of the elements making up the zone 
of language requires special methods of teaching and educators 
should be prepared, through a knowledge of the fundamental prin- 
ciples involved, to meet the situation in an understanding way. 

The cause of aphasias occurring in adults is comparatively easy 
to ascertain, as they are the result of cerebral damage of some 
sort ; hemorrhages, abscess, encephalitis, tumors, thromboses, em- 
boli and acute edemas. While the differential diagnosis will, some- 
times, present considerable difficulty, yet it is assured that the lesion 
is a gross one that has occurred in a previously non-aphasic 


individual. Wit se, however, whose aphasia dates from an 
—___early age the problem is more complex. Myo endency for 
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some time was to consider most of these cases_as due to onto- 
similar to that in such conditions as CO ndness, defective ocular 
fusion sense, etc., and that only exceptionally was the cause one 
with definite pathology. Since then I have had reason to modify 
my views somewhat because of the results of recent investigatrons 
should r tis consider whether an aphasic state may not perhaps 
be often a residual of damage at birth, as it constitutes a rather 
fine point in diagnosis to determine whether a given case of juvenile 
aphasia, seen first perhaps at eight, ten years or later, is the result 
of a biological variation or of birth hemorrhage, especially when 
other indications of cerebropathy do not exist. Laany case, how- 
“ congenital aphasia ”’ is a-snitable one [might 
menti 


that objection has been made to the use of the term 

discussion, To designate juvenile word-blindness Johnston’ used 
the term ‘‘ developmental alexia,” Claiborne * “ congenital symbol- 
amblyopia,” Variot and Lecompte congenital typhlolexia ” and 
Witmer * “amnesia visualis verbalis.” Orton suggests the term 
“ steroposymbolia.” While any of the above terms may be scien- 
tifically more exact than those used in this paper, yet ‘‘ word- 
blindness ” and “ word-deafness ” are good robust sounding terms, 
sanctioned by usage of earlier observers and are the terms which 
will most likely survive in a medical literature already highly 
encumbered with verbal complexities. 

e in itary ten has stressed. The 
mother of one of the cases reported by Thomas stated that in 
spite of every advantage she herself had never been able to learn 
to read, and five other children in the same family had the same 
difficulty, the sister of another patient could do everything when 
she left the special school but read. He also noted two cases 
occurring in brothers. A maternal uncle of Fisher’s”™ patient did 
not learn to read until he was Io years of age and even in adult 
life was a very poor speller. Stephenson “ notes a case in which 
the condition affected three generations of a family, passing from 
the first to the second generation by an affected female, and from 
the second to the third generation by a female, herself unaffected. 
Hinshelwood * reports cases in four brothers and Plate™ four 
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cases in three generations of one family. I have myself noted four 
instances of word-blindness in two generations of one family 
(father and three sons). In another family the father could read 
but little in spite of every advantage, until he was Io years of age 
though he is now a brilliant and prominent member of a profession 
in which much reading is a sine qua non; a brother (of the father) 
now a judge, could not speak plainly until he was Io years of age 
and their father and a paternal uncle, both men of high intellectual 
attainments and one a writer of verse of unusual excellence, suf- 
fered from the same language difficulty until late childhood. 

Delay in the acquisition of speech may be due to a physiologically 
slow rate of development, to deafness resulting from peripheral 
lesion, or to word-deafness. Children who are dumb without being 
deaf for ordinary sounds are not infrequently met. Somegimes they 
are able to enunciate a few definite sounds which they use in con- 
nection with definite objects or affective states. In others all incli- 
nation to speech seems to be lacking. A quite common variety of 
imperfect speech is the condition to which the term “ idioglossia ” 
has been applied. Of this condition Bastian “ says: 

Some curious cases of congenital speech defect were described by Hadden, 
to which the term “ idioglossia” has been applied. These children have, 
to a certain extent, a language of their own, so that when asked to repeat 
phrases they make use of different, though definite, sounds instead of those 

roper to the words that should be employed. The sounds which they sub- 
stitute are said to be always the same for the same words. 

Guthrie “ devotes an entire chapter to this condition in his book 
published in 1907, and after reviewing the cases to be found in 
medical literature, he reports in detail a number which had come 
under his own observation and concludes that the term “ idio- 
glossia”’ is legitimate as representing the condition of a well- 
marked group of cases ; that it is neither a spontaneously invented 
language, nor an example of atavism, nor a “ sport ” in language, 
and is not to be confounded with baby language, nor with the 
language of imbeciles, though it bears a superficial resemblance to 


these, and is not evidence pr intelligence, He believ 
it due to 


o more basis than an absence of 


ment to partia d- 
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deafness, that the child with idioglossia repeats sounds as he hears _ 
them. Jn this condition, the speech is unintelligible except to those 
who are in close contact with the child, as the mother or nurse, 
who are able to understand him for the reason that definite sounds 
are always used in connection with certain objects or states of 
feeling. It is interesting to note that young children can practically 
always understand and interpret the speech of those affected with 
this condition, even upon their first meeting. 

About half of word-blind children are also letter-blind, as in 
George T., reported in a previous communication, who called z, s; 
could not name e at all; called r, b and p, r; 1 he named t, and t he 
read f. This boy of 13 could not read even the simplest words 
correctly, calling dog, you, and yes, our. He, however, could readily 
recognize all numerals and read music with ease. Sometimes 
figure-blindness occurs in the absence of other special defects. 
Some individuals never attain the ability to visualize figures in 
combination readily and this is a frequent cause of difficulties in 
mathematics. 

The early cases of word-blindness were all reported by ophthal- 
mologists, to whom the children were taken to determine whether 
a refractive error was the cause of the inabililty to read. 

The earlier writers almost invariably attributed normal intelli- 
gence to their patients but these conclusions were not supported 
by the evidence of psychometric tests. Within later years, however, 
the evidence definitely points to the fact that a high degree of word- 
blindness is not incompatible with normal or superior intelligence. 
This was a conclusion I drew in my recent article to which allusion 
has already been made and it is interesting to note that Samuel T. 
Orton, of Iowa City, writing contemporaneously, reached the 
same conclusion.* Dr. William Nelson, of St. Louis, in discussion 
of my paper of 1924, mentioned the instance of a professor in 


one of the large universities, who obtains his information entirely 
from being read to. 


* The writer’s paper, before the Southern Medical Association, was read 
November, 1924, but was not published until September, 1925. Orton’s 
paper was read before the American Neurological Association, May, 1925, 
and was published November, 1925. Neither of us had knowledge of the 
other’s paper until both had been published. 
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Orton discusses, with an interesting originality of view, some 
phases upon which I have not touched and his article will be read 
with interest and profit by any one to whom this subject has an 
appeal. He found in 15 cases, superior intelligence in one, average 
intelligence in nine, dull intelligence in one, and marginal defective- 
ness in four. 

Aphasic conditions, especially word-blindness, leading to retarda- 
tion in school, are frequent sources of behavior difficulties and 
Augusta Bronner of the Judge Baker Foundation, Boston, in her 
book, ‘‘ The Psychology of Special Abilities and Disabilities,” re- 
ports in considerable detail, a number of cases in which there 
seems to be a definite relationship between the two. Inevitably 
the emotional life of the individual is harmfully affected, more 
acutely so in some instances because of an inherent tendency to 
emotional instability. 

Orton described several psychiatric reaction patterns in the 
various cases of his series, some of which seem to have a fairly 
direct derivation from the disability and might serve to establish 
determining character traits. These observations are in accord with 
my Own experience and with what I have been able to glean from 
the literature. Tabulated, they are: 

1. A contented, apathetic disregard of the handicap and its 
results. 

2. A mild paranoid reaction toward the teachers. This type of 
reaction I have found a frequent factor in behavior disorders in 
the school, in truancy, and in depredations wpon school property. 

3. A well-developed sense of inferiority. Here again is a pro- 
lific cause of truancy and of the behavior problems that naturally 
follow. 

4. Emotional blocking, consisting for the most part of a “ block- 
ing ” of output when anything is demanded as a task or assignment. 

While the aphasias of childhood occur in children of normal 
and even superior intelligence, they are more common in the 
feeble-minded. 

Recognition of the character of the defect when it exists will 
sometimes save us from unjustly making a diagnosis of feeble- 
mindedness. When these defects occur in the feeble-minded, an 
understanding of their nature will materially assist in the applica- 
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tion of proper educational methods. In both the normal and feeble- 
minded, recognition, and even partial correction of the defect will 
lead to better educational progress and to better social adjustment. 


I. 


2. 
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A SYSTEMATIC MUSIC PROGRAM FOR MENTAL 
HOSPITALS.* 


By WILLEM VAN DE WALL, Mus. Doc., 


Field Representative of the Bureau of Mental Health, Department of 
Welfare, Pennsylvania. Director of the Committee for the 
Study of Music in Institutions. 


INTRODUCTION. 


Whatsoever modern civilization has wrought as far as the arts 
and sciences are concerned, its most profound and sublime con- 
tribution to the progress of mankind is its modern humanism, 
which has extended its loving care over the neglected outcasts of 
the past, the defective and socially inadequate children and grown- 
ups, formerly misnomed idiots, insane and criminals, now better 
understood, better treated and called the mentally deficient, the 
mentally sick and the moral offenders. 

Considering the enormous number of mental patients the hos- 
pitals are called upon to treat, the great difficulties in reaching 
the causation of their ailments, in spite of the marked advancement 
made in the treatment of those patients, the transformation of 
the former custodial establishments into modern institutions of 
treatment will take years to accomplish. 

Each detail of treatment must pass through a period of experi- 
ment and growth before its place in the general plan of physio- 
logical and psychological medication can be fixed. Meanwhile 
ways must be found to defray the financial costs involved in the 
establishment and maintenance of such organizations as will permit 
the new detail of service to function as a part of and to the benefit 
of the general activities of the hospital. 

Insight into the causes and mechanisms of the various forms 
of mental illness has broadened and deepened. As to the causes, 
these have in many instances been found within the patient him- 
self, in the physical as well as in the mental part of his personality. 
Likewise contributing factors have been found in his phylogenetic 


* Read at the eighty-second annual meeting of The American Psychiatric 
Association, June 8, 9, 10, 11, 1926. 
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and ontogenetic development. The remedies have been sought 
for and many have been found in these same factors; namely, 
the sickness is attacked by drugs, surgery and various forms of 
physiotherapy. Psychically, mental treatment proper, attempts 
to overcome the weaknesses and ailments by sundry forms of 
psychotherapy, of which the most successful and practical are 
moral suasion, suggestion and psychoanalysis. 

The underlying principle is to bring about a change for the 
better in the patient’s mental condition by force of his own psychic 
possibilities and endeavor. Instead of receiving passive treat- 
ment, he is persuaded to co-operate actively to hls own improve- 
ment, ultimately cure. 

Music is one of the forms of psychotherapy which is pro- 


posed herewith as a practical, efficient method in modern mental 
treatment. 


Music’s Part IN MENTAL TREATMENT. 


The functions of music in hospital service are manifold. As 
a form of individual and mass suggestion music can be used to 
influence hundreds of patients as well as one. It is a physical 
as well as a psychical stimulant of a desirable type. It is an effec- 
tive psychoanalytic agency inasmuch as it causes through asso- 
ciations old thought correlations to break through and enter con- 
sciousness with their corresponding effect, reviving not only old 
souvenirs but also dormant energies connected with old cherished 
wishes not consciously realized. In addition to analytical pur- 
poses, music may be used for synthetic aims. It satisfies a 
longing for zsthetic experience varying in sensorial intensity 
from the inexpressibly tender and affectionate to overpowering 
forcefulness. 

A mental hospital at its best is a house of sighs and tears, often 
the enforced misunderstood shelter of many whose yearnings 
and doings have caused their removal from their homes and fellow- 
men. Their vast numbers and the shortage of technical hospital 
help doom many souls to be lost in the shuffle, virtually to starve 
for lack of provision of some of man’s most fundamental crav- 


ings, namely, to belong to somebody and to have somebody to 
love and care for. 
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Hospital workers, who ought to radiate psychic energy and 
infuse inspiration, too often seem to be calloused. General indif- 
ference, then, threatens to kill where active awareness of personal 
responsibility in regard to the other man’s needs would help. 

Music comes here to the rescue. It is a means of affectionate 
and tender approach; it predisposes to gentleness; it awakens 
moods of pleasedness; it guides identically-tuned souls to one 
another; it arouses human individuals from their apathy and 
inspires them to be good to one another. 

If music would have no other effect, this would suffice to call 
it a Godsend. _ 

Finally, the purpose of an institutional music department is 
the activation of the latent, inhibited and unutilized physical and 
mental powers of the patient, with the aim of redistributing his 
energies in such ways that the individual will function on a higher 
level of personal and social integration, preventing as much as 
possible further deterioration as far as the prolonged cases are 
concerned, and aiding in co-ordination with other forms of physi- 


cal and mental treatment in the general cure of the more favorable 
types of patients. 


Music’s ADMINISTRATIVE STATUS. 

The musical activities therefore form a part of the institu- 
tion’s medical administration. 

The director of the musical aetivities is responsible to the super- 
intendent for the welfare and progress of the patients as pro- 
moted by the musical program. The superintendent’s medical 
administration is in turn responsible for: 

(a) The assignment of the patients to the musical activities. 

(b) The detailed information about the patients’ relative charac- 
teristics which should be known in order to provide the 
right type of activity. 

(c) The systematic checking up of the results of the musical 
work on the patients. 


ORGANIZATION OF THE Music DEPARTMENT. 


A. Theoretically a music department ought to take care of the 
total hospital population. Practically, it resolves into the 
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inclusion of as many patients as can be reached with the 
number of leaders available. When only a part of the 
hospital wards can be covered, a cross-section of all the 
wards ought to be made and representative groups inclu- 
sive of the total variety of types selected. 

B. Further extension of the work could be brought about by 
increasing the number of groups and the numbers making 
up certain groups. 

C. The musical activities are intended to be so carried on as to 
reach into the very nooks and corners of the institution. 
To this end the musical sessions are divided into: ward 
sessions and special group meetings in halls, on lawns and 
elsewhere. 

The purpose of this is twofold: 

(1) To permit each patient independent of institutional 
status to be the beneficiary of a progressive 
program which may carry him as far as may 
be desirable or aimed at in his individual case. 

(2) To have at any time units in practice which, when 
brought together, can function as one harmo- 
nious entity. This is important for social events, 
ceremonies and celebrations. 


PARTICIPATION. 


A. As to the patients in groups. Each unit of patients is divided 
according to the following classification : 
Group A: Patients efficiently co-operating. 
Group B: Patients co-operating less efficiently. 
Group C: Patients of the dull and poorly co-operative 
type. 
(1) The ward sessions. 

The program consists of solo and group sing- 
ing, incidental instrumental music and danc- 
ing, reading of poetry, recitations, declama- 
tions and acting. 

The purpose of this wide and flexible program 
is to reach the individual through the stimu- 
lation of individual and group effort and their 
mutual, beneficial interaction; furthermore, 
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the animation of the individual at his highest 
possible level, and through all this the creation 
of a sense of personal and social well-being 
and contentment. The process is one of draw- 
ing out rather than drilling, though with occa- 
sional drilling if it is really in place. 

(2) Special groups. 

(a) Social parties with incidental refreshments. 
Program as above. Here the purpose 
is the stimulation of sociability. This 
program is to be developed in co-opera- 
tion with other departments of patients’ 
activities. 

(b) Musical classes. 

(1) Community chorus (including con- 

cert and stage work). 

(2) Sightreading and choral class. 

(3) Music appreciation class. 

(4) Choirs (Protestant, Catholic, He- 

brew). 

(5) Band and orchestra. In connection 

with this: 

(6) Instrumental teaching. 

(c) Music and debating clubs. 

Music is in these groups utilized as a men- 
tal stimulant to promote free association 
and intellectual as well as emotional 
self-expression. 

B. As to the individual patient. The aim of the musical activities 
is in this case: 

(1) The approach of the patient’s personality through 
his reaction to the musical stimulus. This reaction 
may be: 

(a) Aésthetic: 

Passive: Absorbing but not expressing. 

Active: Expressing itself in solo and 
group singing, dancing, reading, reciting, 
acting and creative work. 
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(b) General: Expressing itself in modified con- 
duct, increased or decreased motor-ac- 
tivity, not necessarily zsthetic or social. 

(c) Social: Expressing itself in an increased 
desire to converse and be pleasant. 

(2) The development of the personal relationship, extend- 
ing the reciprocal sympathy for the object of 
esthetic inspiration to the like-minded friend, iden- 
tified with the self by the uniformity of mutual 
temperamental inclinations and preferences. Here 
we touch the spring of the gripping power of art 
and artistic personalities for mental therapeutics 
and social education. 

The projective zsthetic personality is the dynamic 
force essential to cause revibration or reaction from 
the inhibited personalities of the zsthetically 
minded mental patiénts. 

(3) The utilization of this emotional bond between 
zsthetic leader and follower for the personal and 
social reintegration of the patient. This is to be 
worked out in conjunction with the medical officer 
assigned to this work. 


C. As to the staff: 


(1) The medical staff. 

Psychiatry is the humanistic medical art par excel- 
lence. The fine arts, as man’s interpretation of life 
and the world, as man’s objectivation of the self 
and the world, his triumph over matter, and his 
liberation of the spirit from circumstances and ob- 
struction, the fine arts are like healing angels, 
bringing synthesis and peace to the struggling 

~ and often wounded soul. Music as the least ma- 
terial is perhaps the most profound and practical 
of the fine arts for psychotherapeutic purposes. 

For these reasons, both the medical and the musical 
activities will be benefited by a live, practical inter- 
est on the part of the medical staff in the institu- 
tional musical affairs. The attitude of the medical 
staff is as important in regard to this detail of 
service as in regard to any of the others. 
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(2) The nurses and attendants : 

Institutional work tends to make many a ward worker 
less sensitive as to the humane needs of the patients. 
This is partly caused by: 

Misconceptions of the position to be taken 
towards the patients. 

The daily business of handling oversized groups 
of patients. 

Lack of idealistic insight and technic in dealing 
with these people. 

Bad examples given by some of the older cal- 
loused workers and the harmful ideas im- 
planted by these in the impressionable minds 
of the younger workers. 

The over-emphasis sometimes given to institu- 
tional group discipline and the subsequent 
detrimental acquiescence of already inhibited 
personalities. 

The music department ought to be called upon 
to assist in a well-organized combat against 
these detrimental influences by: 

(1) The organization of musical and dra- 
matic activities among the nurses and 
attendants for general cultural so- 
cial and humanitarian purposes. 

(2) The introduction of the subject of the 
musical arts as forms of socially pur- 
posive beauty in the lecture courses 
of the training schools for nurses 
and attendants. This would tend to 
widen and deepen the views of the 
students, increase their emotional 
ideals and zsthetic means of expres- 
sion, intensify their interest in the 
individuality of the patients and 
multiply their means of approach. 
Through all this they would be made 
more efficient workers, increasing 
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thereby the efficiency of the hospital 
as a whole and the happiness of the 
patients. 


THE BUSINESS OF THE Music DEPARTMENT. 


The head of the Music Department should be a musical director 
who, according to the means and needs of the institution, will be 
assisted by one or more aids and students. This director or in- 
structor is responsible to the management for the following details 
of service: 

1. Activities with the patients. 
2. Advisory relations with the medical staff. 
. Organization of assisting personnel and training of aids. 
Care of material, instruments, library and properties. 
. Co-operation with other departments. 
Routine administration and research. 


Ww 


THE MusICAL PROGRAM. 


The musical program ought to be as broad and flexible as 
the zsthetic, educational, social and humane needs of the local 
groups and the specific needs and abilities of the individual patients 
demand. Theoretically it embraces every type of rhythmical ex- 
pression conceivable ; practically, those forms of musical activities 
which give an opportunity to the institutional population to ex- 
press itself musically as fully as possible, according to the rela- 
tive higher or lower taste of the patients. 

The program furthermore must be built up on a progressive 
basis, because that necessitates such essential elements as make 
for renewed stimulation and continued interest. It ought to have 
room for Irving Berlin’s music as well as for the compositions of 
Brahms, occarina and ukulele strains as well as violin and grand 
organ melodies. It should welcome the recitation of a Shake- 
speare and a Walt Whitman no more gladly than the rude literary 
concoctions of an untutored soul groping for the most primi- 
tive ways of poetic self-expression, if only the moving spirit 
will be given an opportunity to reveal itself. It should have a 
use for the simple folkdance as well as for the florid ballet rhyth- 
mics, for the buffoonery of the unsophisticated mimer as well 
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as for the presentation of refined dramatic ensemble work. It 
should encourage the stunt no less than the elaborate production, 
all for one and the same purpose: 7. ¢., the reaching out to the 


patient’s innermost soul and the bringing about of his mertal 
and social restoration. 


CoRRELATION WITH OTHER DEPARTMENTS. 


The gradual initiation and growth of various forms of adjunct 
therapies in the hospitals necessitate a correlation of these various 
departments, each interested in a special side of the patient and 
often in strongly overlapping numbers and types of hospital 
cases.” 

Admissions to the mental hospitals of later years show a lower- 
ing of age minimum. Children of school age are seen in increasing 
numbers on the wards. To whatsoever specialization this may 
lead in the future, for the present these cases have to be treated 
and cared for by the same institutional systems which care for the 
older patients. 

The presence of these juveniles asks not only for a re-educational 
system but for a straight educational department in the mental 
hospitals. These establishments will become more and more re- 
search-laboratories and training schools for the art of living and 
centers of mental hygiene pedagogics. The fundamental principle 
of this teaching or mental rearing will be the leading out of the 
individuality to its greatest development and self-fulfilment in 
socialized forms. This will require a close study and observance 
of the individual possibilities and rights of the patients and a close 
teamwork between the various departments dealing with these 
cases. Divided responsibility and lack of co-ordination between 
the several departments may cause grave and fatal injustice and 
damage to the patient and those belonging to him. Executive 
experience proves, furthermore, that many workers must not 
only be started and inspired but kept going, stimulated and teamed 
together, every day anew. Practical co-operation is only possible 
if mutual understanding will lead to mutual appreciation. 


* The Coordination of the Adjunct Therapeutic Measures in the Treatment 
of Mental Patients. By Geoffrey C. H. Burns, M. D. Archives of Occup. 
Therapy, Vol. 3, No. 6, December, 1924. 
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In this connection it is understood that the Music Department 
shall co-operate very closely with the other subdivisions of the 
patients’ activities, especially with those of educational value, 
such as the divisions of habit training and kindergarten work, 
of physical and school training and occupational therapy. The 
mission of the Music Department as regards the training schools 
for nurses and attendants already discussed in this address is 
emphasized once more in this connection. 

More elaborate events and productions demand a good under- 
standing and teamwork between the musical, the physical training, 
the occupational therapy, the construction and the electric depart- 
ments; and last, but not least, the co-operation of and with the 
nursing staff as far as the assignments and movements of the 
patients individually and in groups are concerned. 


PERIODICAL CONFERENCES. 


This general correlation can be most effectively promoted 
by such periodical staff meetings as are now recognized as general 
methods of hospital administration, more especially in use by the 
medical staff. 

The presentation and discussion of certain practical institu- 
tional problems by all of those who play a part in the treatment 
and care of the patients and lectures and conferences by and for 
those whose particular contact with the patients enables them 
to throw additional light on the general work, will create increased 
professional interest and skill as well as a more fraternal spirit 
between various departments. 


MusIcaL RESEARCH. 


The study of the influence of music physiologically and psycho- 
logically on the individual and group mind ought to be under- 
taken as a part of the functions of the Musical Department. Time 
and means will have to be set apart to promote the practical 
efficiency of the institutional music department by the scientific 
study of this unexplored field of endeavor and the research to 
determine what has already been achieved in this field, which is 
more than is generally supposed. 
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INSTITUTIONAL MUSICAL TRAINING SCHOOL. 


There is no material more painstakingly and conscientiously 
manufactured than medical and surgical supplies. Only the most 
skillful technicians are permitted to participate in the fabrication 
of these goods. Laws and regulations protect their quality. 

It is a sacred tenet of medical ethics that microscopic precision 
shall guard the patient against destructive infection of any type. 

For the sake of the progress and success of work with the men- 
tally sick, should we be less careful and conscientious in the selec- 
tion and preparation of the material in terms of “ workers,” who 
deal not only with the physical side of the individual but with the 
total personality ? 

Any work undertaken with aides who do not measure up as 
personalities to the high standards which must be the characteris- 
tics of those whose work and mission will be the succor of the 
struggling soul and the inspiration of the tired and weak, is detri- 
mental to the patient, to the work and to the institution. It can be 
only considered as an economic and temporal loss. 

The same humane precision and scientific exactitude as applied 
to the general medical armamentarium and practitioner must be 
required in the selection and training of individuals to be employed 
as assistants in this salvage work.’ 

In music we certainly must have aides who are thoroughly 
trained musicians, and teachers of a personality that can adjust 
to the patient’s mood and environment, in order that he can go 
down to this patient and lift him up. 

Methods developed and experience obtained ought to be pre- 
served and made available for use in the general institutional field. 

The establishment of an Institutional Music Training School 
is recommended, which may be run in affiliation with schools, col- 
leges and music centers in the country. Such a school could 
conveniently serve in the auxiliary capacity of a bureau of research. 

Modern education recognizes the urgency of doing justice to 
the personality of the pupil as well as to the subject material. 
Music teachers after having been enlightened in theory and prac- 


* The Character of Hospitals and the Responsibility as to the Interests 


of the Patients. By W. H. Cox, M.D., Amsterdam, Netherlands, 1923. 
F. van Rossen. 


290 A SYSTEMATIC MUSIC PROGRAM FOR MENTAL HOSPITALS [Oct. 


tice on mental deviations and conduct disorders have found their 
understanding and skill in tutoring their normal private and 
school pupils greatly increased. Thus it will be possible to ally 
music instruction with mental hygiene movements. 

The stated recommendations are general in nature and more 
aimed to reveal the meaning of a Mental Hospital’s Music 
Department and interpret its spirit and function than to out- 
line specific detailed pians. 

The materialization of a music department should be brought 
about by slow and careful planning on the premises, taking into 
consideration local conditions, personalities and _ possibilities. 

The most advisable start would be with a single worker and 
a limited program. This being successfully brought about, the 
further material growth of the work and the department is simply 
a matter of time, backing, co-operation, means and perseverance. 

All this is conceived and expressed for the sake of the study 
and application of music in the light of the needs of the mental 
hospital service, and firstly and lastly for the sake of the psy- 
chic and humane needs of our mentally weak and sick fellowmen. 


DISCUSSION. 


Dr. Kiopp.—Dr. van de Wall and I have worked together along the 
lines which he has outlined this morning. It requires an endless amount of 
patience because you will have your disappointments due to lack of proper 
personnel and cooperation. As time goes on and various organizations such 
as occupational therapy, physical instruction, schools, etc., spring into ex- 
istence they will bring about a cooperation which is after all essential. Just as 
was brought out in the discussion this morning, the work at Kalamazoo, 
Mich., brought into play the occupational therapy department cooperating in 
the making of uniforms and in taking part in the development of pageants. 
In this way you develop a spirit which brings about a beneficial and coordi- 
nating change in the atmosphere of the hospital. 

There is one factor that I would like to stress more and more, and that 
is the work which on the part of the institution we have sadly neglected,— 
work with the so-called “ backward” turbulent patients. The more we “o for 
the patients, the less trouble we will have with them. Here again we must 
have the proper personnel who will take an interest in the “ backward” pa- 
tients and do something for them, showing the same enthusiasm that you 
show for any other part of the institution as far as the developmental and 
treatment work is concerned. 


Dr. Harrincton.—I think a paper such as Dr. van de Wall has given 
us, coming from the source that it does, a musician and a doctor of music, 
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certainly ought to receive some notice, and I think we are very fortunate 
in having the presentation he has made. There is no end to which the 
uses of music can be amplified, as Dr. van de Wall has shown. 


Dr. Prerce.—I should like to ask Dr. van de Wall if he knows any 


place where reactions of certain types of patients to certain types of music 
have been made. 


Dr. vAN DE WALL.—I am a layman and I leave it to my medical asso- 
ciates kere to answer. 


PresiweENT Haviranp.—If any members of the Association have had 
specific application of specific conditions to warrant any conclusion as to 


what music to use for certain mental reactions, will they please let us hear 
from them? 


Dr. Harrincton.—There are idiosyncrasies towards music just as to- 
wards drugs for that matter. 

I have had certain psychotic patients beg me not to be included in the 
listeners to music because the “ music talked to them.” I can’t tell you of any 
very specific instances of what has happened in the application of music to 
promote recovery in special types. That is a very difficult thing to say. 


Dr. Burns.—Music has been used in attempt at psychoanalysis and has a 
definite value for that purpose. It is also used to reach patients that cannot 
otherwise be reached. It will start complexes in patients which are very 
dangerous if they are not properly carried through. Hence, music has a 
dangerous aspect as well as a therapeutic value. One must be careful 
in using music that, when it does start these complexes, you give the 
patient a chance to thoroughly work them out; otherwise you are going to do 
more harm than good. 


Dr. Prerce.—I asked that question because I firmly believe it will be 
necessary in time to obtain certain reactions with different types of music, 
in order to generalize. 
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THE MUSEUM OF FORMAL AND VERBAL EXPRES- 
SIONS OF THE INSANE AT THE YANKTON 
STATE HOSPITAL. 


By LEO KANNER, M.D., 
Senior Asst. Physician, Yankton State Hospital, Yankton, South Dakota. 


The great reeducational value of regulated work under the 
guidance of adequately trained teachers as one of the curative 
factors in the treatment of mental diseases is too well known and 
generally acknowledged to bear any further discussion. Occupa- 
tional therapy has, very justly, become a standardized feature in 
every modern institution for the care of insane or feebleminded in- 
dividuals. It stands on an equal footing with medicinal therapy, the 
correction of defects in the correlation of the endocrines and the 
vegetative nervous system, the removal of focal infection, with 
hydro- and electro-therapeutic procedures, and with the suggestive 
methods, as hypnotism and psychoanalysis. Until all these factors 
are equally considered, according to the individual indications, 
the possible steps to obtain remissions or even recoveries cannot 
be regarded as exhausted. 

In the field of occupational therapy, where during the class hours 
the pupils’ attention is directed through well elaborated channels 
of certain prescribed muscular activities, it occurs quite frequently 
that a group of patients are not capable of adapting themselves 
completely to the prescribed methods. They have to have “ their 
own way.” The result is that instead of the intended basket or clay 
model or piece of fancy work fantastic products are brought into 
existence which do not resemble anything. Some teachers declare 
these patients as unfit and therefore undesirable subjects for the 
occupational therapy department, and have them returned to the 
ward where they may be tried in domestic or similar work. Their 
apparently useless creations are destroyed. Another group of 
teachers, however, feeling that not a thing which a patient ever says 
or does is too unimportant to be overlooked or disregarded, make 
it a laudable practice to preserve these half-spontaneous concrete 
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manifestations of a deranged mind and to submit them to the 
physician for further study and analysis. 

These unintentional by-products of occupational therapy form 
only a small part of the formal expressions of the insane which 
some authors are accustomed to call “ art,” a term which Prinzhorn 
fights as being vague and as leading by means of prejudicial chan- 
nels to sterile nothingness ; but this term is not so wrong after all 
if we define art with Lilly as the “external manifestation of the 
idea, the revelation of the invisible reality through the senses.” 
The patients’ creations give us indeed a view of the invisible 
reality as perceived by their senses and, if properly analyzed, a 
key to the understanding of their “idea.” Following another 
definition, it is true, art is the embodiment of beautiful thought in 
sensuous form. The thoughts embodied in the formal outlets of 
the deranged mind are very seldom beautiful. If we speak of 
“formal expressions,” we have the advantage of keeping from 
disagreement with the latter definition and we have the possibility 
of including other than strictly “ artistic” expressions, such as the 
above mentioned “ by-products ” and handwritings, in the subject 
of our discussion. 

In every psychiatric institution there are quite a few patients 
who are known as having strong tendencies towards giving their 
thoughts a concrete expression. Whenever they have a chance they 
draw, they paint, they form plastic figures, make dolls of rags, knit 
various articles of thread or horse-hair, make pieces of * jewelry ” 
from iron, brass, or steel, or from glass. It may be learned by a 
simple experiment that there exists, besides these individuals who 
do not need any special stimulation, a great number of inmates who 
are potential “artists ” without even being aware of it themselves. 
Sheets of drawing paper, pencils, and crayons were kept on the 
wards and the patients who thought they could produce something 
were allowed to help themselves. The surprising result was this: 
Almost every day new “ talents” were discovered, their interests 
in other things grew in proportion to the desire to find new objects 
for their sketches. One young man, catatonic przecox, who had been 
in a state of negativism for weeks, who had to be spoon-fed because 
he refused to eat, and who had been greatly hallucinated, found 
out after the very first attempt that he could do very pretty land- 
scape painting, became greatly interested in the subject, his ability 
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made him proud and ambitious, he began to eat, lost his negativism, 
the hallucinations disappeared, and he has been enjoying a remission 
since. It was of greatest interest to learn that several cases of far 
advanced schizophrenia produced drawings which remind one so 
much of the prehistoric carvings, the archaic character of which 
corresponds so closely to the archaic basis of the patient’s psyche. 
It was found by analysis that the symbols met within a great num- 
ber of the sheets had exactly the same meaning as the same symbols 
would have in the interpretation of dreams. Some patients were 
found to be real artists, a few of their creations could be compared 
very well with high grade productions of normal painters. 

All these experiences led us to the conclusion that it might be 
of value to collect the material which was thus obtained and to 
establish a museum in which all spontaneous external manifesta- 
tions of the mentally deranged would be deposited. This museum 
has existed for two years now. Soon the walls of the room were 
covered with all kinds of pictures in frames which were made to 
correspond to the character of the pictures ; albums were displayed 
full of drawings and paintings; the cabinets contained musical 
instruments made by “ King God,” a paranoid precox, among 
them a very well constructed violin, chains of brass and of horse- 
hair, beautiful hats made of straw, rags put together to represent 
several figures taken from the comic sections of the newspapers, 
baskets consisting of Russian olive seeds held together by a net 
of thin wire, and other things, grotesque articles which cannot be 
identified. An album containing a collection of typical handwriting 
was later added to the museum. 

There is another group of patients who instead of, or along with 
their artistic productions, give vent to their ideas by means of 
verbal expressions, the “ writers” and “ poets” of the institution. 
Their creations, as found in letters, on special sheets of paper, 
in their diaries, etc., were copied carefully and, if a sufficient num- 
ber of sheets were at hand, they were bound in one volume. These, 
too, form a part of the museum. 

The reasons why such a collection should be established, if possi- 
ble, in every psychiatric institution are these: 

1. The patients who are allowed to have “ their own way” and 
to show what they can do become more ambitious, they lose a 
great deal of their indifference. They have the desire to have some 
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of their “ pictures” considered “ good enough” to be displayed 
in the Museum or even to be hung on the wall, with their names 
on them. Those more experienced in the technique of drawing 
or painting or knitting are proud that they can teach their handi- 
craft to others. The sociability on the ward is thus increased. 

2. The patients’ relatives are pleased to know that their brothers 
or sisters or children or parents are not as useless as they thought. 
They can produce something. Their ability has been given proper 
attention, or even discovered by the hospital authorities. 

3. The general public, going through the hospital and being 
given an opportunity to visit the Museum, learns that the patients 
are treated individually, that everything is done to study them in 
every possible way. We have had the experience that sociological 
or psychological classes visiting the hospital were very enthusi- 
astic about the collection and gave it much thought. 

4. The physician, finally, comes in closer contact with the pa- 
tients. He has in their creations a welcome addition to the case 
history, their analysis reveals many things of interest to him, 
occasionally, they even give him a key to the diagnosis or confirm 
the diagnosis already made. 

Much could be learned if these museums would become a com- 
mon feature in mental hospitals, and in later years, at the occasion 
of psychiatric conferences, a general exhibition might be arranged 


similar to those now provided by departments of occupational 
therapy. 


THE MEDICAL PROFESSION FROM AN INTER- 
NATIONAL POINT OF VIEW.* 


By GEORGE E. VINCENT, 
President of the Rockefeller Foundation. 


It is interesting to see how our system of medical education has 
grown up. There are really three fundamental types of medical 
education. Each has its virtues. Each possibly has certain disad- 
vantages, but there is going on in the world an international proc- 
ess by which national types of medical education are being con- 
tributed to a world-wide system which is growing through the 
principle of trial and error, through the principle of mutual criti- 
cism, through the cross-fertilization of ideas by means of the 
printed page, by means of travel, and by means of the migration 
of students. 

What are these three well-known systems? One is the British 
system, which started in the British hospital, and is characterized 
by the term “‘ walking the wards!” The basal idea of this system 
was that of the doctor going through the wards of a hospital with 
a group of students and using the patients there as a means of 
teaching. Medical education was an apprenticeship system, and 
there grew up the principle that the way to teach medicine was to 
have the students in the hospital in contact with the cases. Out 
of that theory grew the idea of turning over a case to a student 
or two students, and from such procedure developed clinical clerk- 
ship. The fundamental idea of the British system was to turn 
out a good, well-rounded practitioner who had come in contact 
with a large number of cases and who had studied those cases 
under the illuminating direction of a man who himself represented 
mastery in that field. 

Certain changes took place as medical sciences began to develop. 
New ideas on anatomy grew up. Histology and physiology took 
on a new form; pharmacology became more scientific ; later path- 
ology developed, and after the discovery of microorganisms still 


* Annual Address, delivered at the eighty-second annual meeting of The 
American Psychiatric Association, New York, June 8, 9, 10, 11, 1926. 


298 MEDICAL PROFESSION FROM INTERNATIONAL VIEWPOINT [Oct. 


greater changes occurred. The British system was disturbed, so 
an anatomist was attached to the hospital, then a physiologist and 
a pathologist. These men were just ad hoc professors ; they taught 
enough to help make a man a good practitioner. To-day you will 
find in the majority of the medical schools of England that all 
these sciences are ancillary to “ walking the wards.” 

At Cambridge and Oxford medical sciences have developed on 
an independent university basis. Little by little, medical education 
in Britain is being modified, and British physiology is the leading 
physiology of the world to-day, but the great contribution upon 
which British medical skill is based, from the educational stand- 
point, is the training of the all-round practitioner by bringing him 
into the hospital and there giving him good, thorough experience. 
The British are gradually modifying their system, but nevertheless 
they have made a great contribution to which they cling. 

The British system is found in Canada, though the United States 
has influenced Canada to a considerable extent. The medical 
schools in New Zealand, Singapore, Australia, and the Egyptian 
school in Cairo are based on the English system. In fact British 
medicine has spread around the world wherever British civiliza- 
tion, power, and influence have made their way. 

The second type of medical education is Latin medicine, which 
has its headquarters in Paris. The fundamental idea of Latin 
medicine is the extensive use by the students of clinical material. 
There are lectures, but attendance at them is not required. Many 
times there are two thousand medical students in the Latin medical 
school ; they crowd the wards of the hospital. Certain laboratory 
developments in France since the time of Pasteur have played an 
important part in medical education but have made very iittle 
impression upon the medical schools as a whole. In the great 
Medical School of the University of Paris, it is impossible to give 
the laboratory work that is regarded as absolutely essential, but 
the clinical material is rich and varied, and for from five to six 
years the students are exposed to it and instructed with respect 
to it. The students do a great deal of outside reading in addition 
to some outside laboratory work, but the main emphasis is on the 
clinic. 

There is another idea in France quite different from ours and 
that is that only the élite count. Sir Arthur Curry of McGill Uni- 
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versity says that the American system of education may be de- 
scribed as the convoy system of education. During the war they 
sent out convoys of ships with destroyers to look after them. The 
fleet moved only as fast as the slowest vessel in the group. That 
convoy system has established itself in the educational practice of 
our country. Most of the time of the faculty is spent upon the weak 
students. But in France qvality, not quantity, is called for. The 
French selection system turns out relatively small numbers of 
able men who represent survival from the great groups. The 
students are self-governed ; they come or stay away; they are not 
watched. Their idea is that of the survival of the élite. The French 
system is found wherever French, Spanish, or Portuguese influ- 
ence holds sway, through Central and South America, in Siam, 
in Indo-China, and in Algeria. 

The third type of medical education is the Teutonic type, or 
German medicine. The medical institute of a German university 
is headed by a great scientist enjoying the prestige of his position. 
He has assistants who are glad to spend years with him in voluntary 
service in order that they may have an opportunity to work under 
him. 

A clinic is attached to the university. The professor has beds 
assigned to him, and he is usually to be found in the hospital teach- 
ing. Herein lies the great contrasts with the British and French 
systems. In Germany the undergraduate student has little chance of 
contact with patients. Once in a while he comes forward to make an 
examination in the presence of the whole class, but he has no real 
access to the wards or out-patient departments. Those privileges 
are reserved for the graduates, who get a very high type of train- 
ing. The clinic with its laboratories, its special equipment, its special 
facilities, its staff, and the beds assigned to it is one of the great 
agencies of research, one of the great sources of stimulus, knowl- 
edge, and inspiration in medical education throughout the world. 
But the institute and the clinic are individualistic and rarely work 
together. Teamplay is practically unknown, and the clinic, too, is 
isolated to a very large extent. There is not the co-operation which 
we consider absolutely essential to the success of medical education 
and medical research, with a group of men working together, each 
helping the others to interpret the problems from the standpoint 
of his own specialty. That is not found under the German system. 
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The German system prevails in Central Europe, in Scandina- 
vian countries, in all the countries of Central Europe excepting 
in Roumania, which comes under the French system, and in 
Turkey, which has been under many influences, both German and 
French. The great National Medical School of Turkey, however, 
is fundamentally German. 

When the Japanese began to consider Western civilization, they 
appointed commissions to travel around the world to study the 
institutions of the various countries in order to bring back infor- 
mation and make recommendations as to which systems would be 
best in Japan. They preferred the German system of government, 
so they proposed it, and in addition they brought back the convic- 
tion that German medicine should be adopted. They carried this 
to the extreme where research counts for everything. To-day the 
foreign language in Japanese medical meetings is very largelv 
the language of Germany. 

Medical education in the United States is a combination of the 
systems of the other countries, and in this combination there are 
distinct advantages. Originally we were fundamentally British, 
After the Civil War, the medical scientists began to go to Germany 
and to bring back German ideas. The great development of the lab- 
oratory sciences in the United States can be attributed to that. But 
there was a certain amount of French influence also, especially 
in the development of bacteriology and in certain developments 
in the technique of surgery. We have combined them in different 
ways. What is perhaps the outstanding characteristic of our 
American system? It is the teamplay alluded to a little while ago, 
the unification. We have a good medical school now in which the 
laboratories of the various medical scientists are close together, 
in which the men are working together in co-operation, and in 
which they have access to hospitals controlled by the medical 
school. We are now beginning to realize that through the great 
out-patient department, students can be trained in the work of 
the laboratory and clinic together in order that science may be 
concentrated on the problem of disease. 

The idea of preventive medicine has had little influence on our 
medical schools. Why should our students be particularly interested 
in public health and in hygiene when all the while they have before 
them the brilliant examples of notable clinicians making a great 
success in private practice? Why should any one go in for public 
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health work with a moderate salary, with political clouds hanging 
over the horizon, when he has all the splendid abilities that might 
make him successful, honored, and slightly affluent as a private 
practitioner? But in the field of sanitation and the control of 
communicable disease great progress has been made. When we 
come to the hygiene of infancy and maternity, to pre-school and 
school hygiene, oral hygiene, mental hygiene, and industrial hy- 
giene, we get into an enormously important field, but one of great 
complexity, one in which an enormous amount of investigational 
work must be done before we can be assured of a hygienic millen- 
nium and the possibility of indefinite longevity to individuals of 
the race. It is an interesting problem and something that chal- 
lenges one’s best abilities. 

It is, however, difficult to introduce strongly enough the idea of 
preventive medicine. There is only one way, a very slow way, to do 
this, and that is the way advocated by Sir George Newman: the per- 
meation of the whole curriculum of the medical school with the 
preventive idea. Every professor in teaching his subject can, when 
he reaches any item that has a preventive element in it, use all his 
influence with his students on that subject. In three medical 
schools—Harvard, Yale, and Columbia—this very thing is being 
attempted. A committee has been appointed which goes to each 
member of the faculty and says, “ What are you teaching? Would 
you mind giving us a syllabus? ”’ The suggestion is then made that 
the professor introduce in connection with certain topics material 
relevant to preventive medicine. A bibliography which gives the 
latest works on this particular branch is also supplied. 

President Wilson, in one of his delightful essays in Old Political 
Masters, says, in describing public opinion, “ In respect to every- 
thing there must be a period of much talk.” So, with regard to 
prevention, there must be a period of much talk. From sheer 
weariness of hearing of the subject, people will look into it more 
and more, and ultimately something will be done about it. There 
are promising beginnings of it in American medical education. 

A committee has been appointed to study the medical curriculum 
in the United States where British, French, German, and native- 
born influences prevail. There are reasons to find fault with the 
curriculum. One Englishman said, after visiting all our medical 


schools, ““ When do your students get time to think?” There is 
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some truth in his criticism. We haven't expected students to think; 
we instruct them while we do the thinking. This has come about 
because we have planned for the weak, instead of the strong, 
student. 

The committee at work on the curriculum has undertaken to 
determine what an undergraduate course should consist of. A 
great deal of work connected with the specialties, for example, 
will be taken out of the curriculum and put into graduate work. 
The aim in the undergraduate course will be to make a good, all- 
around diagnostician and a fairly good practitioner of a student 
and then release him. After he has had experience, let him come 
back and do graduate work, if he proposes to go on with his 
study. A degree or some sort of recognition could then be given. 
The time will come when no one will be able to operate on his 
fellow-creatures without an “ M. D.” degree from some fairly 
representative institution. The time will come when being able 
to operate will require almost as much certification as being a 
first class electrical or railway engineer. 

When the curriculum is adjusted, specialties will go into the 
graduate curriculum and the undergraduate curriculum will be- 
come a curriculum in which students will have an opportunity 
to show what they are, to develop their own aptitudes, to demon- 
strate their own characters, their diligence, their intelligence, their 
imagination, and their unusual capacities. When they have shown 
these they will be graduates. 

The psychiatrists have a part in these developments. There is, 
however, very great danger that specialists will lose the sense of 
the larger relationship to the whole of medicine and will come to 
think of their little field too narrowly and forget that after all 
it is merely part of the whole. One must keep generalized as well 
as specialized. 

I heard recently of a very successful young doctor who began 
his career as a general practitioner. He then specialized for five 
years and gained considerable distinction in that special field. He 
has now gone back to general practice in a larger sense, because 
with that specialty interpreting the whole of medicine in a wider 
way, he feels that he is a vastly better general practitioner than 
he could possibly have been without specialization. It seems that 
a very large number of doctors who propose to be general practi- 
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tioners would do well to specialize in the field of psychiatry and 
then go back with the enlightenment, the broadening of interests 
and sympathies that would go with seeing things through the eyes 
of this particular branch of the profession. 

A patient is an exceedingly variable thing. There was an idea 
once prevalent that a patient was just a certain physical organ- 
ism. His mental condition did not belong to medical considera- 
tion. Soon, however, came the realization that the patient is not 
only a physical organism. But the idea is a recent one that man 
is not a machine but a chemical laboratory. How tremendously 
chemistry has influenced the whole of medicine! Man is a chemi- 
cal laboratory, a chemical laboratory combined with a machine. 
Some people’s imaginations can go no further. 

But not only is the body a psychological laboratory of a most 
intricate type, but the physics, chemistry, and psychology influence 
each other. And that isn’t all. There is not only a machine, a 
chemical laboratory, a psychological laboratory, but this unity 
is in relation to other combinations of physics and chemistry 
and psychology. These are all brought together in groups and 
relations of all sorts, economic and social, and that complexity 
must be dealt with. 

What is the patient? If you begin low enough down, he is just 
a bundle of physical functions with some chemistry and biology. 
If you go far enough, you get the entire, blooming life of humanity. 
Obviously, psychiatrists penetrate somewhere between the ex- 
tremes and are standing for the interpretation of a larger patient, 
standing for the interpretation of that patient in terms of all the 
knowledge that can be secured. Some feel positive that the place 
to look is on the physical and the biological side, and they become 
a little confused when the psychological is approached. Others 
feel there is something in the psychological and get bewildered 
when they get too close to the physical side. This is admirable, 
altogether excellent. Agreement would be fatal. Controversy is 
the hope and the salvation of science. It is uniformity that de- 
stroys originality. 

I hope that psychiatrists will differ, I hope that they will always 
differ because I don’t see how there is any possibility of early 
agreeing. If that were to happen it would mean that inquiry would 
stop. And since the phenomena dealt with are of such extraor- 
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dinary complexity, it will be many a generation before there can 
be agreement on too many things. There is nothing more exhila- 
rating for a man than to think, to work, and to experiment and 
then to make a contribution for the criticism of his fellowmen. But 
he may consider that criticism honestly and open-mindedly, frankly 
combating it with all the arguments he can summon, so that he may 
come out of a gigantic undertaking of that kind with good comrade- 
ship, with the scientific spirit of tolerance and loyalty to his own 
convictions, feeling that he can make his best contribution by 
standing for the fragment of truth as he sees it, knowing that 
out of such comradeship, courage, and diligence, that elusive thing 
we call the truth will slowly emerge in clearer and clearer outlines. 

Psychiatrists are to be congratulated upon membership in a 
great profession, not in any narrow spirit, not confining their 
interests to the Jimits of their own spirit, but recognizing the 
largeness and unity of the whole subject in which medical men 
are interested all around the world. Their own special field, rami- 
fying as it does into every department of our social life, having such 
profound value for individuals as well as groups, should be given 
particular note, and their spirit of inquiry, the scientific spirit in 
which they are doing their work, the comradeship, the challenge, 
the ambition, the rivalry which vivifies them and keeps them stimu- 
lated deserve praise. 

On all these things they are to be congratulated; and as the 
years go on, may the patient be big enough to include all the 
essential elements of the problem, and by co-operation may there 
be, year by year, definite progress. No dawning millennium is ex- 
pected. The end will not be seen in our own lifetime, but the courage 
to follow, day by day, the truth as it is revealed, to co-operate with 
colleagues in combining that truth into larger significance is the 
immediate aim. That is enough for men of courage, men of loyalty, 
men who are willing to do the day’s work and to make their 
contribution, confident that a great and honorable profession will 
carry on their work and enrich it and build it up, year after year, 
decade after decade. That is something which kindles the imagi- 
nation and stirs the heart and makes this organization a great 
brotherhood which is allied with the whole medical profession 
of our country and of all the countries of the world. 
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THE AMERICAN PSYCHIATRIC ASSOCIATION 
PROCEEDINGS OF THE EIGHTY-SECOND ANNUAL MEETING. 


New York City, Tuespay, JUNE 8, 1926. 
First SESSION. 


The eighty-second annual meeting of The American Psychia- 
tric Association convened in the Hotel Waldorf-Astoria, New 


York City, at 9.30 a.m., Tuesday, June 8. Dr. C. Floyd Haviland 
President of the Association, in the Chair. 


Tue PreEsmwENT.—The Association will now come to order. I declare 
the eighty-second annual meeting of The American Psychiatric Associa- 
tion open and in order for business. As the Rev. Dr. Karl Reiland, who 
is to deliver the invocation, has not as yet arrived, the opening prayer 
will be omitted at this time. 

We have in New York a governor of whom we are justly proud and 
who has constantly manifested a sympathetic attitude toward the New 
York state hospitals for mental patients. He has a wonderful grasp of 
the needs of a state hospital service and has constantly insisted that the 
State of New York provide adequate hospital facilities for the mental 
patients for whom it has assumed responsibility. Governor Smith ex- 
pected to be present at this meeting to deliver an address of welcome and 
it was but three days ago that he found that the demands of official duties 
would render it impossible for him to be with us. I would express to 
the Association the great regret of the governor at his inability to keep 
his engagement and would assure you that he would be here were it at 
all possible. Fortunately for the Association, Governor Smith has asked 
the Honorable William Church Osborn to represent him on this occasion. 
Mr. Osborn is one of the leaders of the New York Bar, a former member 
of the State Hospital Commission, and has recently rendered invaluable 
public service as chairman of a committee intrusted with the duty of 
formulating recommendations to the legislature respecting the reorgani- 
zation ef that department of the New York state government concerned 
with the care and treatment of patients with mental disease and defect. 
Mr. Osborn has ever manifested a deep interest in the mentally disabled 
and has a distinguished record of service in connection with the public 
care of mental patients. It is, therefore, not only a pleasure but a privilege 
to introduce to you as the representative of the governor of the State of 
New York, the Honorable William Church Osborn. 
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Mr. Ossporn.—Mr. President, Ladies and Gentlemen: The State of New 
York takes pleasure in extending a hospitable welcome to The American 
Psychiatric Association, the oldest medical association in the country. Gov- 
ernor Smith has asked me to convey to you his regret that an inescapable 
engagement prevents his greeting you in person. The enlightenment of 
his interest in the cure of the mentally unbalanced appears from the con- 
stant development and improvement under his administration of those 
branches of mental treatment which tend to avoid the need of patients 
ever going to a hospital or tend to relieve the patient from the need of 
further continuation in the hospital at the earliest moment. There has 
been a great and constant development of scientific, preventive and cura- 
tive care of these cases since Dr. Adolf Meyer, now Director of the 
Henry Phipps Psychiatric Clinic, of the Johns Hopkins Hospital, Baltimore, 
became head of the scientific work of the state hospitals in New York about 
a quarter of a century ago. It is our earnest wish that these processes 
may be continually advanced by the labors of such associations as yours. 
For the benefit of those who may be cured and also for the great body 
of patients who may remain in a hospital for many years, the State of 
New York, under Governor Smith’s leadership, has made of recent years 
enormous expenditures in the erection of new buildings and in additions 
and betterments to the existing plan. The administration of this state has 
realized that the prevention, care and cure of insanity require in liberal 
combination the elements of scientific treatment, of a humane spirit and 
of physical well being. 

In conclusion let me, in behalf of the governor and the state, wish you 
success and good results from this important meeting, not to speak of 


the social enjoyments which the city and state may offer you while you 
are here. 


PresIpDENT HaAvitaAnp.—The governor could have sent no better repre- 
sentative, and I take pleasure in thanking Mr. Osborn personally and in 
behalf of the Association for his remarks. I regret to say that he is unable 
to stay with us, and we will excuse him because we know the demands 
upon his time. 

They say that New York is very fortunate in its care of mental patients 
because both the governor and the mayor are personally interested in this 
subject. Mayor Walker is trying to give up the Bellevue Hospital Psycho- 
pathic Ward which has long been outgrown. In other ways he has shown 
his continuing interest in the suffering mental patient. 

He has sent his representative the corporation council of the City of 
New York, Mr. Arthur J. W. Hilley, who will address us on his behalf. 


Mr. Artuur J. W. ‘Hittey.—Ladies and Gentlemen, and Members of 
The American Psychiatric Association: I have not the distinguished 
qualifications which the governor has of long associations with the work of 
the state in its care of mental patients; however, I represent a man who 
has been deeply interested in the better care of mental patients and whose 
efforts go back 16 years, when, as a member of the legislature and later 
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leader of the majority in the Senate, he worked actively to get better 
care for the wards of the state. 

There will be a great improvement in the City of New York now that its 
mayor has been elected to serve the people here. He wants, and we all 
want. to help men and women who are giving their lives to the mentally 
defective and unbalanced to build up hospitals with better research facilities 
and better means of treatment. 

I extend the hand of welcome to you. When assemblages come to us on 
a serious mission, we realize more and more the wonderful center that our 
city has become. We used to be disparaged because we are the money 
center and the theatrical center of the country, but we notice that all 
the world comes to see New York and goes away pretty much satisfied. 

To be able to welcome a society such as this, concerned upon such a 
high consideration as that of the human intellect itself and the cure of 
that intellect when it wanders away from the ordinary rules and laws and 
becomes defective and diseased, to preserve the greatest and highest gift 
and quality of mankind, is an honor to the city. 

When we find you gathering here in the City of New York, we begin to 
realize, too, that we can boast in this City of New York of possessing the 
intellectual center of the United States, and, I trust soon, the intellectual 
center of the entire world. We are making progress along those lines, not 
in a municipal way alone. Only this morning, as I rode down here to greet 
you ladies and gentlemen, I saw the wonderful progress they are making 
along Broadway where they are erecting the splendid structure that seems 
almost to reach the sky, built on the highest pinnacle of New York, up 
on Broadway at 168th Street, that new medical center. 

I understand that in that new medical center there is going to be a 
branch or bureau devoted to the work in which you ladies and gentlemen 
are engaged, so you can see New York is making progress and advance- 
ment and we are glad to welcome you here because of the fact that it 
puts a stamp of approval upon our intellectual side and at the same time 
gives a stamp of approval to all the other sides of good that we have 
advanced. 

In between meetings, after a high intellectual discourse, it may be that 
you will want to wander forth, and if your mind turns to art, we have 
the Metropolitan Museum; if your mind turns to prehistoric days, we have 
our Museum of Natural History; if you want to trip the light fantastic, 
we have opportunities to afford you to do those things. We have everything 
that the heart of man or woman can desire because this wonderful oppor- 
tunity is here for you to spend your money in wonderful stores. You do 
not have to go to Paris to find the latest fashions. You can find them here 
on Fifth Avenue in our own City of New York. 

So, on behalf of the mayor I bid you a hearty welcome. I extend to you 
the warmest greetings of the City of New York and I say we are glad 
that you are here. We are glad to welcome you, and while your meeting 
opens, as your President said he hoped, not inauspiciously, you know the 
mayor performs some of the functions of the clergy in solemnizing 
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marriage and things of that kind, and I will take unto myself another 
function, because, after all, where could you find one who would better 
beseech the blessing of the Almighty than the mayor of the greatest city 
in the world, and on his behalf I trust the divine blessing will rest upon 
this gathering, that joy will be in the breasts of all of you and that you 
will depart from our city and from this gathering refreshed and with fuller 
resolve to carry on the great and noble work that has been carried on so 
long and so faithfully by this worthy institution and its worthy members. 


PresipENtT HaviLanp.—For some years I have had more or less con- 
tact with Mayor Walker. I have had considerable respect for the present 
mayor’s wisdom, judgment, and sagacity, but I have no recollection of 
an occasion where he has shown greater evidence of it than in the selec- 
tion of Mr. Hilley this morning to represent him on this occasion. In 
the absence of the mayor no better selection could be made and on behalf 
of the Association, I wish to extend to him our very sincere thanks for 
the warm welcome here. I trust our members will not only profit by this 
meeting but will be able perhaps to indulge in some pleasure, making 
their stay both profitable and pleasurable. Again I thank you, Mr. Hilley. 

We have had our addresses of welcome, and as I said previously, 
I did not like the idea of proceeding with the addresses of welcome with- 
out the invocation, but I find that the clergyman was misinformed in 
regard to the hour at which the meeting convened. I think it would be 
eminently appropriate at this time, before we proceed to the opening of 
the business session that we have the invocation, even though it is some- 
what out of the personified order. 


I will ask the Rev. Karl Reiland, Rector of St. George’s Church, to 
deliver the invocation. 


Rey. Kart Reiranp.—It is quite true that your President in asking me 
to say a word of invocation gave me the hour of ten o’clock and I ask 
you to witness that I am on time. It is a serious matter for a clergyman 
not to be on time, but however that may be, a word of invocation on a 
gathering of this sort is appropriate at any moment. We will just bow 
our heads a moment, and ask divine guidance. 


PRESIDENT HaviILAND.—The first order on the business session is the 
report of the Committee on Arrangements. Dr. Harris, the Chairman of 
the committee will give the report. Dr. Harris. 


Dr. I. G. Harris then gave the report of the Committee on 
Arrangements, after which he said: 


Now, Mr. Chairman, I want to digress and say a few words. Since the 
organization of this Association there have been associated in its progress 
and in its work not only the medical men of the United States, but also 
those of Canada and they have worked together in harmony for the benefit 
of humanity in whatever way they could and there has been steady advance- 
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ment through the efforts of the best men in both fraternities. Your Com- 
mittee on Arrangements thought it well to represent this sentiment in a 
substantial sort of way. 

We know that whenever there have been any differences between the 
two governments, we have had representative men from each government 
get together and settle those differences of opinion in a reasonable, satisfac- 
tory, and amicable way, so that there has been no necessity for any forti- 
fications between the two countries, no bristling bayonets, swords, or 
daggers. These have not been necessary in our neighborly intercourse. 

The Committee of Arrangements thought it well, by means of the 
donations of the Members and Fellows of the State of New York, to 
present to this Association, Mr. President, through you, a set of flags. 


At this time two large flags, American and British, were placed 
in standards, one on each side of the platform. 


Dr. Harris.—The principles which these flags represent are many and 
varied, but one of the first principles is that of toleration—toleration and 
liberty of state, liberty of press, and liberty of conscience. They also 
represent the principles of progress and endeavor which humanity has 
attempted in the progress of the nations, in science, in art, in medicine, 
or in whatever field human endeavor has engaged. These flags also represent 
patriotism as well as nationalism. Therefore, Mr. President, through you 


we present these flags in a true spirit of amity, good fellowship, friendship, 
and neighborliness. 


PRESIDENT HAvILAND.—Mr. Chairman of the Committee on Arrangements, 
the President having been authorized by the Council of the Association to 
accept this gift which is presented to the Association, I take the greatest 
pleasure in accepting. for the Association the very splendid, very beau- 
tiful expression of the desire on the part of the committee to testify to 
the real international character of this Association. 

When the Chairman of the Committee on Arrangements was appointed, 
I personally had an idea it was a pretty good committee and a pretty good 
Chairman. The fact seems to be pretty thoroughly testified to in a con- 
crete manner. It augurs well for the success of the committee in handling 
the other matters which have been brought to its attention. I feel quite 
easy in regard to the arrangements for which the committee is responsible. 

This Association is not a national but an international body and these 
two flags represent the continental character of our Organization. They 
signify that science knows no boundary lines. The search of truth is the 
same whether pursued south or north of the boundary between the United 
States and Canada. After all, when one passes from one country to the 
other it is possible to discern very little difference in the average individual. 
While it is true there are certain privileges Canada may enjoy which we in 
the United States are denied, still so far as appearances go we all manage 
to look much alike. In general we think alike and in considerable measure 
act alike. Certainly so far as scientific activities are concerned we travel 
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the same road. Members of this Association without regard to national 
boundaries are all seeking to render the largest possible service to their 
fellow men and these flags indicate the mutuality of interest and effort 
which characterizes the work of The American Psychiatric Association. 

Again in accepting the gift of these beautiful flags I would express, 
on behalf of the Association, profound and sincere thanks to the committee 
which has made it possible for the Association, to possess the national 
emblems of the two great democracies of the world. 

The next order of business is the report of the Committee on Program. 


Dr. Harry C. Solomon, Chairman of the committee, will present the 
report. 


Dr. Harry C. Solomon then presented his report of the Com- 
mittee on Program. 


Report OF ProGRAM COMMITTEE. 


The program of The American Psychiatric Association for the current 
meeting has been designed to integrate with several of the related associa- 
tions. Thus, the majority of papers for the first afternoon are on the sub- 
ject of epilepsy, the meeting of the National Association on Epilepsy ending 
in the morning. The early part of Thursday afternoon is given over to a 
report of the Committee on Legal Aspects of Psychiatry, this afternoon 
being chosen as being near the time of the meeting of the Orthopsychiatric 
Association. The remainder of the afternoon is given over to papers on 
psychoanalysis, the Psychoanalytic Society having its meeting in the evening. 
Friday morning is given over to papers on psychopathology, the American 
Psychopathological Association continuing their meeting in the afternoon. 

The papers relating to psychoanalysis and psychopathology were chosen 
in conjunction with the secretaries of these respective organizations. The 
Chairman of the Program Committee wishes to acknowledge the help 


received and the kindly spirit of cooperation by the officers of the several 
societies mentioned. 


PresipENT HaviLanp.—You have heard the report of the Committee on 
Program. The report is received and no further action is necessary. The 
Association is indebted to the Program Committee for the splendid selec- 
tion of papers and discussions which the committee has made. 

The next order of business is the report of the Council which will be pre- 
sented by the Secretary, Dr. Bond. 


Dr. Bond then presented the report of the Council. 


REPORT OF THE COUNCIL. 


Meeting held Monday afternoon, June 7, 1926. Dr. Haviland in the Chair. 
Present were Drs. Kline, English, Mitchell, Guthrie, Harris, Bond, Brush, 
Copp, Burr and Kilbourne. 


i 
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The Secretary brought before the Council the name of Dr. Harry 
Goldsmith, candidate for Fellow, for election this year according to the 
special rule of the Constitution. On motion the Council recommended to 
the Association the election of this candidate. 

The Council also recommended for election as Corresponding Members 
Dr. Antonio Carlos Pacheco e Silva, Brazil; and Dr. Sigurd Dahlstrom, 
Norway. 

It also recommended that the following candidates proposed for Fellow- 
ship in 1925, where applications have lain over a year, be elected: 

Thomas E. Bamford, M. D., Syracuse, N. Y.; Eugene N. Boudreau, M. D., 
Syracuse, N. Y.; Albert Brousseau, M.D., Quebec, Canada; Michael A. 
Burns, M. D., Philadelphia, Pa.; John D. Carr, M.D., Jamestown, N. D.; 
David Clark, M. D., Detroit, Mich.; Stanley Cobb, M D., Ponkapoag, Mass. ; 
Edgar O. Crossman, M. D., Manchester, N. H.; John Doyle, M. D., Roches- 
ter, Minn.; Majorie Blustow, M.D., Boston, Mass.; Sherman F. Gilpin, 
M.D., Philadelphia, Pa.; H. B. Hannah, M. D., Minneapolis, Minn. ; Emmett 
F. Hoctor, M. D., Nevada, Mo.; Noland D. C. Lewis, M. D., Washington, 
D. C.; Harry H. McClellan, M. D., Dayton, Ohio; E. Bosworth McCready, 
M.D., Pittsburgh, Pa.; John P. H. Murphy, M.D., Washington, D.C.; 
Sante Naccarati, M.D., New York City, N. Y.; Newdigate Moreland 
Owensby, M.D., Atlanta, Ga.; Harry Parker, M.D., Rochester, Minn. ; 
Franklin H. Perkins, M.D., Lancaster, Mass.; T. J. Perkins, M.D., 
Jackson, La.; Charles Edouard Sandoz, M. D., Cambridge, Mass.; Charles 
Henry Shumaker, St. Louis, Mo.; George Whitfield Stephens, M.D., 
Phoenix, Ariz.; Joseph F. Ward, M.D., Brooklyn, N.Y.; Francis E. 
Weatherby, M. D., Washington, D. C.; Herbert C. Woolley, M. D., Wash- 
ington, D.C. 

It was also recommended that the following candidates for Membership, 
whose names were published in THE AMERICAN JOURNAL OF PSYCHIATRY 
this year, be elected: 

S. Spafford Ackerly, M.D., White Plains, N. Y.; Teresa Acree, M.D., 
Hopkinsville, Ky.; I. H. Agos, M.D., Norwich, Conn.; Leo Henry 
Bartemeier M. D., Detroit, Mich.; Sidney W. Bisgrove, M. D., Utica, N. Y.; 
M. O. Blakeslee, M.D., Lapeer, Mich.; Siegfried Block, M. D., Brooklyn, 
N. Y.; H. B. Brackin, M.D., Raleigh, N. C.; Aaron Harry Braverman, 
M. D., West Roxbury, Mass.; Clarence L. Chandler, M. D., Brooklyn, N. Y.; 
Asher T. Childers, M. D., White Plains, N. Y.; Betsy Coffin, M. D., Fergus 
Falls, Minn.; Ross Dobson, M.D., Charleston, W. Va.; John M. Dorsey, 
M.D., Iowa City, Iowa.; Louis J. Doshay, M. D., Ward’s Island, N. Y.; 
Joseph Epstein, M.D., New York, N. Y.; A. W. Foertmeyer, M.D., 
Cincinnati, Ohio; Clements Collard Fry, M.D., Boston, Mass.; Alva 
Gwin, M.D., Augusta, Me.; Jacob Kasanin, M.D., New York, N. Y.; 
Louisa E. Keasbey, M.D., Binghamton, N. Y.; Kenneth Keill, M.D., 
Binghamton, N. Y.; Charles Hazard Kimberly, M.D., Boston, Mass.; 
Ezelle McCann, M.D., Gulfport, Miss.; Clara Louise McCord, M.D., 
Philadelphia, Pa.; David W. McFarland, M.D., Green’s Farms, Conn.; 
John F. W. Meagher, M.D., Brooklyn, N. Y.; Monroe A. Meyer, M. D., 
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New York, N. Y.; Henry B. Moyle, M. D., Mimico, Ont.; V. H. Podstata, 
M. D., Livermore, Calif.; Curtis Tuttle Prout, M. D., Ward’s Island, N. Y.; 
Harry Rubin, M.D., Gulfport, Miss.; M. Mortimer Sherman, M.D., 
Brooklyn, N. Y.; Lauren H. Smith, M. D., Iowa City, Iowa; Percy Law- 
son Smith, Greystone Park, N. J.; Charles W. Stephenson, M.D., White 
Plains N. Y.; William D. Stewart, M. D., Huntington, W. Va.; Harry M. 
Tiebout, M. D., Cleveland, Ohio; David L. Williams, M. D., West Roxbury, 
Mass.; C. L. Whitmire, M.D., Augusta, Ga.; Joseph C. Yaskin, M. D., 
Philadelphia, Pa. 

The Secretary was directed to hold over the names of candidates for 
Membership whose names came in too late for publication (two months 
before the annual meeting), to publish their names in the next issue of 
the JouRNAL and to bring them before the Council next year. 

It was recommended the following applicants for Fellowship be favorably 
received and laid upon the table for action next year: 

C. H. Anderson, M.D., Anna, Ill.; Frank Hazlehurst Barnes, M. D., 
Stamford, Conn.; Max Bennett, M.D., Boston, Mass.; Douglas D. Bonny- 
man, M. D., Middletown, N. Y.; Eric Kent Clarke, M. D., Toronto, Canada; 
George E. Daniels, M.D., White Plains, N. Y.; George Albert Elliott, 
M. D., Boston, Mass.; Thomas M. French, M.D., White Plains, N. Y.; 
Raymond I. Gosselin, M. D., White Plains, N. Y.; James Howard Huddle- 
son, M.D., New York, N. Y.; Charles E. Kiely, M.D., Cincinnati, Ohio; 
Elizabeth L. Martin, M.D., Providence, R. I.; Thomas G. McLin, M. D., 
Sheridan, Wyo.; George Mogridge, M.D., Glenwood, Iowa; Thomas 
Verner Moore, M. D., Washington, D. C.; L. E. Ragsdale, M. D., Nashville, 
Tenn.; Leonard R. Ravitz, M. D.; Cleveland, Ohio; Frederick W. Seward, 
M. D., Goshen, N. Y.; C. E. Shinkle, M. D., Cincinnati, Ohio; George W. 
Smeltz, M.D., Pittsburgh, Pa.; Junius W. Stephenson, M.D., New York, 
N. Y.; Kenneth J. Tillotson, M.D., Waverly, Mass.; Frank L. Whelpley, 
M.D., Goldsboro, N. C.; August E. Witzel, M.D., Brooklyn, N. Y. 

It was recommended that the status of the following Members be changed 
to Fellows: 

Robert H. Bryant, M.D., Pineville, La.; Dudley J. Dawson, M.D., 
Sheridan, Wyo.; J. M. Ferguson, M.D., Gulfport, Miss.; Robert H. 
Foster, M.D., Pineville, La.; John J. Harrington, M.D., Camp Custer, 
Mich.; Jesse C. Hill, M.D., Knoxville, Tenn.; Lorenz A. Miesch, M. D., 
Bolivar, Tenn.; Clarence R. Miller, M.D., New York, N. Y.; Leo J. Pal- 
mer, M. D., Napanoch, N. Y.; Cora H. Morris, M.D., New York, N. Y.; 
Homer E. Safford, M.D., Detroit, Mich.; Cornelia B. J. Schorer, M. D., 
Foxboro, Mass.; Sydney K. Smith, M. D., Oakland, Calif.; Thomas Chas. 
Smith, M. D., Dayton, Ohio; Solomon L. Skvirsky, M. D., Holyoke, Mass. 

The Council recommended that 20 Fellows and seven Members be 
dropped for non-payment of dues for three years. 

It was recommended that the following ten resignations be accepted with 
regret: 

Dr. C. W. Beals, Dr. William J. Bryan, Dr. Guy G. Fernald, Dr. Horace 
W. Frink, Dr. H. I. Gosline, Dr. Joseph M. Lewis, Dr. Gordon S. Mundie, 
Dr. John Preston, Dr. Cyrus E. Pringle, Dr. E. H. Mullan. 
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The application of a Fellow who wished. to change his status of Fellow to 
Member was considered and rejected. 

Dr. Mitchell suggested that all members who were dropped for non- 
payment be notified that they may be reinstated on payment of back dues. 

On motion of Dr. Burr and seconded by Dr. Mitchell the Secretary 
was authorized to remit the annual dues for 1927 in the case of one Fellow. 

On receipt of a telegram from Dr. Richard Dewey expressing his con- 
tinuing interest in the Association the Secretary was directed to send a 
telegram of good wishes to Dr. Dewey. 

Invitation to the World Congress on Narcotic Education and requests 
from societies for and against birth control were laid on the table. 

The Secretary stated that he has cooperated with Dr. Woodward of the 
American Medical Association in trying to get the income tax organization 
to recognize that medical meetings are essentially professional in character. 

The Secretary presented an invitation from the French Speaking Congress 
of Alienists and Neurologists who asked that a delegate be sent from the 
Association. Dr. Burr moved that the incoming President have power to 
appoint such a delegate and the motion was carried. 

The report of the Committee on the Sale of “ Institutional Care of the 
Insane in the United States and Canada” was presented by Dr. Harris. 
Six sets were sold and a check for $53.83 was handed to the Treasurer. 
Dr. English moved that a set be donated to the University of Western 
Ontario and it was so recommended. The Council expressed its appreciation 
of the excellent work of this committee. 

The manner of the publication of the names of members in the annual list 
was raised and the Secretary was instructed to notify persons making 
application for several titles of positions held to follow his name, that only 
one will be allowed. The motion was seconded by Dr. Mitchell and unani- 
mously carried. 

The President asked the support of the Council in insisting that type- 
written copies of addresses given at the meetings be presented to the secre- 
tary. Dr. Harris moved that it appear in the minutes that the Council rec- 
ommends to the Association that any papers to be presented shall be 
actually given to the Secretary when the paper is read. No action was 
taken on this motion. 


The President asked for instructions with regard to the Nominating 
Committee. 


The next business was the report of the Committee on Reorganization. 


Dr. Bonp.—I should like to read into this report the minutes of several 
of the meetings which the committee has had. The first meeting was 
July 14, 1925, at New York, with Drs. Kline, Haviland, Bond and Heyman 
present. There was a meeting on November 12, 1925, with Drs. White, 
Mitchell, Solomon, Harris, Tilney, Kline, Haviland, and Bond present. 
A meeting December 28 and 29, 1925, at New York, with Drs. Kline, 
Haviland, Bond and Collier present. Between December and June there 
were several meetings of two members of the committee with correspon- 
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dence, and on June 6, a meeting with Drs. Kline, Haviland and Bond with 
the committee from the National Association for the Study of Epilepsy— 
Drs. Shanahan, Collier, Shaw and Menninger. As a result of these 
meetings, the Committee on Reorganization has several recommendations 
to make to the Council. 

The Secretary read the first group of recommendations. Dr. Harris 
moved the approval of the suggestions as submitted, which was seconded. 
Dr. English presented an amendment that an Executive Committee con- 
sisting of the President, Secretary-Treasurer and three elected members 
be appointed. The amendment was seconded and the motion with the 
amendment was unanimously carried. 

The Secretary read the first recommendation of the second group, that 
the Association be incorporated. The cost of incorporation was discussed 
by Drs. English, Mitchell and Harris, and Dr. English moved that the 
Council recommend the incorporation of the Association. The motion was 
seconded and unanimously carried. After action on the motion, Dr. English 
proposed that an amendment be added that the matter be left in the hands 
of the executive officers and it was so ordered. 

The Secretary then read the second recommendation, that the annual 
dues be increased to $5.00 for Members and $10.00 for Fellows. Dr. Mit- 
chell moved that the matter be left for a full meeting of the Council and 
it was seconded and so ordered. 

The Secretary then read the third recommendation of the second group, 
that THE AMERICAN JoURNAL OF PsycuratTry be prepared to publish in extra 
numbers, if necessary, the increased number of papers which may result 
from the inclusion of new sections. The President suggested that the same 
course as that concerning the recommendation regarding dues be pursued 
regarding that recommendation and it was so ordered. 

It was decided to pursue the same course with the fourth recommendation, 
which was then read by the Secretary. 

The Secretary read the third set of recommendations, known as Article 4, 
involving a change in the constitution. Dr. Harris moved that the Council 
recommend to the Association the approval of the suggestions contained in 
Article 4. Dr. English suggested that paragraph 4 be changed, to read, 
“The chairman shall be an honrary vice-president.” It was so ordered. 

The Secretary read the fourth set of recommendations, called Article 5. 
Dr. Mitchell suggested that the proposed Article 5 be laid over until the 
subsequent meeting of the Council. 

The Council then considered the full report of the Reorganization 


Committee and decided to submit a recommendation in regard thereto at a 
later date. 


PresipeENT HaAviLanp.—The ‘report of the Council is submitted for 
your information. No action is indicated at this time. The action of the 
Association on recommendations respecting the election of members will 
be taken to-morrow morning in the regular order of business. 


The next order of business is the Secretary’s and Treasurer’s Report, 
Dr. Bond. 
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Dr. Bond then presented the prepared report of the Secretary- 
Treasurer. 


ReEporT OF SECRETARY, 1926. 


The following is a statement of membership of The American Psychiatric 
Association as of May 31, 1926: 


HONORARY MEMBERS. 


LIFE MEMBERS. 

CORRESPONDING MEMBERS 
I 
2 
FELLOWS 
19 
I 
7 
9 


316 PROCEEDINGS OF SOCIETIES [Oct. 


MEMBERS. 
TOTAL MEMBERSHIP. 
Grand Total Membership, May 31, 1926...............000- 1262 
Grand Total Membership, April 30, 1211 
ReEporT OF TREASURER—IQ25-1926. 
May 1, 1925—Balance on deposit with the Market Street Title and 
$1,833.10 
RECEIPTS 
Dues: 
Miscellaneous : 
Sale of “ The Institutional Care of the Insane........ $ 36.70 
Sale of gummed lists of members................005 8.25 
30.00 
Total Miscellaneous Receipts..............ee05: $ 95.88 
7,312.41 


Total Funds, including Balance last year................ $9,145.51 


| 
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1925 
May 15 
21 


22 


June 11 


18 


Aug. 26 
Sept. 16 


Oct. 1 


Nov. 10 
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DISBURSEMENTS. 


Stamps, Little Brown & Co., gummed list............... $ 


Earl D. Bond, hotel expenses $41.25 and printing lists 
Johns Hopkins Press, Journal, Vol. 4, No. 4, and postage. 
E. M. Long, exprenses for Richmond meeting........... 
M. Freydeck, Running stereopticon 3 sessions, Jefferson 
Clarence Darrow, Honorarium, Annual Address 
William A. White, telegraph expenses................ 
H. C. Solomon, Committee on Program expenses....... 
K. A. Menninger, Committee on Med-Legal Affairs ex- 
Herbert Horton, Printer, 1926 billheads—2000......... 
Johns Hopkins Press, 100 copies each Vol. 4, Nos. 2 and 3. 
E. D. Bond, Railroad expenses, two stenographers...... 
Edith Long, stenographer, April, May, June, July, and 
Eva Woolridge, stenographer, April, May and June.... 
Pennsylvania Hospital, Wm. M. Walter, Bursar, stamps, 
express, letterheads and envelopes................ 
Rhoda Golden, stenographer, Richmond meeting 
Wm. M. Walter, Bursar, 1250 stamped envelopes 
Wm. M. Walter, Bursar, stenographer, August 
Stamps, Bailliere, Tindal & Co., gummed list......... 
Herbert Horton, Printer, return address on 1250 en- 
Debit through returned check (J. B. Macdonald)...... 
Johns Hopkins Press, Journal, Vol. 5, No. 1 and postage. 
William M. Walter, Bursar, stenographer, September and 
Stamps, State Charities Aid Assn., gummed list....... 
William M. Walter, Bursar, stenographer, October.... 
Alfred T. Hobbs, refund on dues...............0-eeeee 
William M. Walter, Bursar, stamped enevelopes, printing 
letterheads, telegrams to Drs. Kline and Haviland... 
Debit through returned check (Walter J. Otis)........ 
Johns Hopkins Press, Journal Vol. 5, No. 2 and postage 
and previous issues of Journal $29.75 


Pennsylvania Hospital, stenographer, November and De- 

Johns Hopkins Press, 100 reprints of Proceedings 
Pennsylvania Hospital, stenographer, January 


Debit through returned check (James M. Foster) 
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57-75 
1,016.82 


25.40 


| 
75 
| 
15.00 
29 100.00 
| 1.19 
7.26 
28.10 
8.25 
|_| 175.00 
45.34 
160.00 
45.00 
29 
22.78 
100.00 
30.00 
18 75 
19 | 
3.25 
7.00 
1,029.19 
2 
41.74 
30 75 
30.00 
17 3.00 
25 
38.72 
Dec. 10 7.00 
31 
1,074.13 
1926 
60.00 
15 12.00 
Feb. 2 30.00 
23 ...... 7.00 
21 
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Mar. 13 Pennsylvania Hospital, stamped envelopes and 1265 


20 Herbert Horton, 1400 Preliminary Programs and en- 


26 Johns Hopkins Press, Journal Vol. 5, No. 3 and postage. 1,049.63 
31 Pennsylvania Hospital, stenographer, February and March, 


Apr. 8 Stamps, Blakely R. Webster, gummed list............. 75 
14 W.R. Dunton, Jr. expenses for sub-committee on exhibits. 50.00 
May 3 Debit through returned check (Robert H. Foster)...... 8.00 
5 Lord Baltimore Press, annual lists.............-0eee00s 507.10 
17 Johns Hopkins Press, Journal Vol. 5, No. 4 and postage. 1,052.25 
21 Pennsylvania Hospital, stamps for complete programs. . 18.00 

May 31, 1926—Balance on deposit with the Market Street Title and 
Trust Company, Philadelphia................ $2,090.70 


Respectfully submitted, 
Eart D. Bonn, Treasurer. 


Presipent Havitanp.—If there is no objection, the report of the Secre- 
tary-Treasurer will be received and the Treasurer’s report referred to the 
auditors. Hearing no objections, it is so ordered. 


PrESIDENT HavILAND.—We will proceed to the next order of business, 
the appointment of the Nominating Committee. On the Nominating Com- 
mittee the Chairman will appoint Dr. Brush, of Maryland; Dr. Burr, of 
Michigan; and Dr. Harris, of New York. The Nominating Committee will 
report later in the session. 

The next order of business is the Memorial for Deceased Members, and 
I will ask the members of the Association to rise while the Secretary 
reads the list of the members who have died during the past year. 


The members arose while the Secretary, Dr. Bond, read the 
Memorial for Deceased Members. 


John Jay McCloud, M.D., Orient, Ohio, died June 29, 1925. Mary Abbie 
Nickerson, M. D., Rochester, N. Y., died July 7, 1925. Henry Clinton 
Eyman, M.D., Massillon, Ohio, died October 7, 1925. Marcus Babcock 
Heyman, M. D., New York, N. Y., died October 14, 1925. John Henry 
Wallace Rhein, M.D., Philadelphia, Pa., died October 14, 1925. Frederic 
Benj. Mooers Cady, M. D., Cambridge, Mass., died November 12, 1925. 
Gershon Hyde Hill, M.D., Des Moines, Ia., died November 24, 1925. 
Walter G. Ryon, M.D., Poughkeepsie, N. Y., died December 4, 1925. 
Charles Geraldus Hill, M.D., Baltimore, Md., died December 30, 1925. 
Thomas J. W. Burgess, M.D., Montreal, Que., died January 18, 1926. 
John Cheston King, M.D., Atlanta, Ga., died February 7, 1926. Henry R. 
Stedman, M. D., Boston, Mass., died February 19, 1926. Peter MacNaughton, 
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M. D., Brockville, Ont., died March 9, 1926. Theodore William Simon, M. D., 
Central Islip, N. Y., died April 25, 1926. Carlos F. McDonald, M. D., New 
York, N. Y., died May 29, 1926. Herbert T. Thornburgh, M. D., Cincin- 


nati, Ohio, died May 23, 1926. Charles Bates Dunlap, M. D., New York, 
N. Y., died June 6, 1926. 


Tue PresipEntT.—At this point I will call for a brief recess, following 
which Dr. Kline, the Vice-President, will take the Chair. 


A five-minute recess was taken at this time at the Expiration 
of which Dr, Kline assumed the Chair. 


Vice-PRESIDENT KiineE.—The meeting will please come to order. We will 
now listen to the Address of the President, Dr. Haviland. 


Dr. Haviland then presented his annual address which was 
received with applause. 


CHAIRMAN K.itneE.—I will ask Dr. Mitchell to express the appreciation 
of the Association for Dr. Haviland’s excellent address. 


Dr. MitcHett.—Mr. Chairman, Members of the Association, and Guests: 
Dr. Haviland has elaborated his theme to-day for our benefit, dealing 
with past and present, and expressing hopes for the future. Doubtless 
the thought has occurred to many of you, as it certainly has to me, that 
if some of the older members of the Association, some of the original 
thirteen, could have been here to-day in the presence of this large audience 
and could have heard Dr. Haviland’s oration, they would have felt that 
their dream had come true, for doubtless they looked to the future as 
everybody does, as we look to the future to-day for a betterment in 
psychiatric work. 

It seems peculiarly appropriate that we should have had this theme 
presented here to-day in New York City, for without belittling any other 
localities in the country, it does appear that New York has taken the lead 
in laying a foundation for the psychiatric work of the future. Doubtless 
many of you feel that it would be desirable if you had a person in your 
employ in institutions who could with the same peculiar technique ap- 
proach legislators, governors even, and get the results that have been attained 
here in New York State, a result that we look forward to in the future 
when the preventive work in psychiatry begins to bring forth its rewards. 

It is pleasant to think that in this Association of the two countries 
represented here to-day we all prize the relationship we have had and we 
like to think of these two flags as symbolic of that union of intellectual 
and scientific work which shall progress with pleasure and benefit to our 
members and beneficence to the general public. 

Dr. Haviland’s address will doubtless strike many here in different 
ways. Some will appreciate the words and thoughts alone. Others who 
have known Dr. Haviland since boyhood days will read into it the epitome 
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of the life of the man who began earnestly and has gone through the 
various fields of mental hygiene, bringing satisfaction to his associates 
as he has progressed from one level to another until he has reached his 
present stature where he has given full scope to the attainments of pro- 
fessional life and that rare personality which makes friends and wins success 
in its various efforts. 

As one who appreciates his record from boyhood, at the present time I 
would like to call upon the Association to express their appreciation of 
the talk he has given us this morning with a rising vote and a hope that 
his work has merely begun. 


The members arose and applauded. 
President Haviland resumed the Chair. 


PRESIDENT HAvVILAND.—Before we adjourn this session, I will call for a 
report which was omitted earlier in the morning—the report of the 
Editor of THe JourNAL oF Psycutatry, Dr. Brush. 


Dr. Brusu.—Mr. President and Fellow Members: The Editorial Board 
of THE AMERICAN JOURNAL OF PsycuHIATrRY has nothing particularly new 
to report. The Journat has completed its fifth volume as the JouRNAL oF 
PsycHIATRY and its eighty-second volume from its beginning. With one 
exception it is the oldest journal in the country of continuous publication. 
With two exceptions, it is the oldest journal devoted to mental and nervous 
disorder in the world, and those two journals are but a few months older 
than we are. The volume this year has contained 39 or 40 original articles 
besides reviews, and editorial notes and the proceedings of our last annual 
meeting, and has comprised some 690 pages. 

I have with me, Mr. President, the financial report and it may be a grati- 
fying item to report that the JourNaL has a very comfortable surplus on 
hand. I beg to refer this to the Board of Auditors. 


PRESIDENT HaviLtaAnp.—The report of the Editor of the JourNnat is 
received and if there is no objection, the financial report will be referred 
to the auditors. 

I would like to say at this time that I have a very important unusual 
announcement to make, but I am not going to make it until the items of 
business of his forenoon are finished, so I trust those of you who may be 
able to do so will stay until that time. 

The Chairman of the Committee on Publicity will make a brief announce- 
ment, Dr. Pratt. 


Dr. Pratt.—This is the third year in the history of the Association that 
we have attempted to handle ourselves the collecting of publicity regarding 
papers on the program. I am sure every one here who has in the past 
experienced the misfortune of being misquoted by the public press or has 
had some of his paper distorted through publication will appreciate 
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the efforts of the Publicity Committee to avoid that by handling the publicity 
through our own organization. 

I should like to say to those of you who are on the program this year that 
the Publicity Committee would appreciate it very much if you would visit 
the present headquarters in Room 144 of this building, in order that we 
may secure personal interviews or any abstracts of your papers which may 
not heretofore have been handed in. 


PRESIDENT HaviLanp.—I will at this point make an announcement which 
from certain points of view perhaps is the most important ever made in 
this organization, certainly from the standpoint of dealing with mental 
deviations in the community. 


President Haviland then read the following announcement which 
was received with applause: 


ANNOUNCEMENT. 


The Commonwealth Fund has announced the establishment on July 1, 1927, 
of an “Institute for Child Guidance” of which Lawson G. Lowrey, M. D., 
will be Director. 

The chief purposes of the Institute, which is the outgrowth of the ex- 
perience gained in the operation of the Fund’s five-year program in the 
field of prevention of juvenile delinquency, will be four: 

1. To make possible further study and research in the field of mental 
hygiene for children, with special reference to the causes and methods of 
treatment of behavior problems. 

2. To provide facilities for the training of psychiatrists and graduate 
psychologists in practical child guidance work. Annual fellowships for this 
purpose will be offered through the National Committee for Mental Hygiene 
with which the Institute will be affiliated. 

3. To provide field training in child guidance for students in psychiatric 
social work at the New York School of Social Work and the Smith Col- 
lege School for Social Work. Both of these institutions will be affiliated with 
the Institute and will offer a number of fellowships in psychiatric social 
work provided by the Fund. 

4. To afford adequate clinical facilities for the thorough study and treat- 
ment of children presenting problems in behavior and mental hygiene. 
Cases will be accepted from parents, schools, and from various cooperating 
agencies. 

The Institute will be operated under the direction of an administrative 
board to include Frankwood E. Williams, M.D., Medical Director of the 
National Committee for Mental Hygiene; Porter R. Lee, Director, New 
York School of Social Work; Everett Kimball, Director, Smith College 
School for Social Work; William A. White, M. D., Director, St. Elizabeth's 
Hospital, Washington; C. Floyd Haviland, M.D., Chairman, New York 
State Hospital Commission; Mildred C. Scoville, Executive Assistant, the 
Commonwealth Fund ; Barry C. Smith, General Director, the Commonwealth 
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Fund; and three other persons from the social and educational fields 
presently to be appointed. Under the directorship of Dr. Lowrey, a com- 
plete staff of psychiatrists, psychologists, psychiatric social workers will 
be provided. 

With the establishment of the Institute, the Bureau of Children’s Guidance, 
at present operated by the New York School of Social Work, will be dis- 
continued, and other modifications of the Fund’s present program will be 
made. The National Committee for Mental Hygiene will discontinue, 
with the completion of the demonstrations now being conducted in Cleveland 
and Philadelphia, the operation of demonstration child guidance clinics. 
The committee will, however, maintain a field service staff which will 
offer advisory service to the community child guidance clinics (now six 
in number) already established as the result of previous demonstrations 
and will provide consultant service to communities desiring to establish 
similar enterprises; it will also offer a consultant and advisory service 
to colleges and universities desiring to establish departments of mental 
hygiene. 

The National Committee on Visiting Teachers, affiliated with the Public 
Education Association of New York, which has conducted 30 demonstrations 
of visiting teaching throughout the United States, will offer a similar con- 
sultant service to school systems which have established the work per- 
manently following the demonstrations, and to other school systems 
desiring to establish it. The committee will also offer two demonstrations 
of visiting teaching in connection with training schools for teachers. 

The joint Committee on Methods of Preventing Delinquency, which has 
already issued a considerable number of publications based on the work of 
the Commonwealth Fund program, will continue its work and anticipates 
the publication within the next two or three years of a series of some 20 


books and monographs, including complete reports of the work of the 
five-year program. 


PresiweNT HaviILANp.—It seems to me that that announcement possesses 
a significance that perhaps no other we ever have made has possessed. 


Upon motion regularly made and seconded, the meeting ad- 
journed at 12.15 o'clock. 


TuESDAY AFTERNOON SESSION. 
June 8, 1926. 


The meeting convened at two o’clock, President Haviland 
presiding. 


PresiweENT Havitanp.—The Association will please come to order. 
The meeting this afternoon is under the joint auspices of The American 
Psychiatric Association and the National Association for the Study of 
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Epilepsy, and I will, therefore, turn over this meeting to the President 


of the National Association for the Study of Epilepsy, Dr. J. Kirby Collier, 
of Rochester. 


CHAIRMAN CoLiier.—Mr. President, the National Association for the 
Study of Epilepsy considers it an honor as well as a privilege to hold this 
joint session with The American Psychiatric Association. We hope this may 
be provocative of a closer union between the two organizations, the field 
of work being so similar in each instance. 

The National Association for the study of Epilepsy has been in session 
in this hotel since yesterday morning, this being the final session of our 
gathering. The first paper on the program this afternoon is “ Some Clinical 
and Laboratory Observations With Reference to Convulsions,” by Dr. 


Stanley Cobb and Dr. William G. Lennox, of Boston, to be read by Dr. 
Lennox. 


Dr. William G. Lennox then presented the paper, which was 
illustrated by lantern slides. This paper was discussed by Drs. 
Shaw, Onuf, and Wuth. 


CHAIRMAN COLLIER.—The next paper on the program is by Dr. Walter E. 
Dandy, of Baltimore, and is entitled, “Impressions of the Pathology of 
Epilepsy from Operations.” 


Dr. Dandy then read his paper, which was not discussed. 


CHAIRMAN COoLLiER.—The next paper on the program is “ Convulsions of 


Childhood—Their Frequency and Importance,” by Dr. Douglas A. Thom, 
of Boston. 


Dr. Thom then presented his paper, which was discussed by 
Drs. Levy and Murdock. 


CHAIRMAN COLLIER—This concludes the joint session of The National 
Association for the Study of Epilepsy with The American Psychiatric 
Association. Dr. Haviland, before concluding, I want to again thank you 
for the privilege of holding the joint session. 


PrESIDENT HaviLanp.—In resuming the Chair, I would like to express the 
opinion that this first joint session of The American Psychiatric Association 
and the National Association for the study of Epilepsy has set a standard 
in quality of presentations and in discussion which we shall hope to continue. 
For The American Psychiatric Association I should like to say that I believe 
it will be the forerunner of many more such sessions. In expressing that 
belief, I am sure that I express the hope of all members of The American 
Psychiatric Association. 

The next paper will be on “ The Relation Between Psychiatry and the 
Social Sciences,” by Dr. Herman M. Adler, of Chicago. 
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Dr. Herman M. Adler then presented his paper, which was 
discussed by Drs. Dearborn, Brill, McCord and Adler in closing. 


PresiweENT HaviLanp.—The next paper is “ The Epidemiology of Mental 
Diseases: A Preliminary Discussion,” by Dr. Henry B. Elkind, of Boston. 


Dr. Elkind then presented his paper, illustrated with lantern 
slides, which was discussed by Drs. Mitchell and Kline. 


PRESIDENT HaviLanp.—Before adjournment, I want to call your atten- 
tion to the exhibits in the adjoining room. I suppose all members of the 
Association have found them. The exhibits this year are on a somewhat 
more extended scale than heretofore. The occupational therapy and exhibits 
of charts and graphs are there and also an exhibit of certain construction 
plans we are attempting to standardize in our state. 

We also have, for the first time, a pathological exhibit. 

I should like to refer to the flowers which adorn the President’s desk. 
I am not quite sure to whom we are indebted for them. All I know is that 
they were placed on the table by Mrs. Slagle, the State Director of Occupa- 
tional Therapy, of the State of New York. I should like to express the 
appreciation of the President for the flowers. 


The meeting then upon motion adjourned at five o’clock. 


The following Fellows and Members registered and were in 
attendance during the whole or a part of the meeting. 


Abbot, E. Stanley, M.D., 29 Gloucester St., Boston, Mass. 

Ackerly, S. Spafford, M. D., Assistant Physician, Bloomingdale Hospital, 
Hospital, Albany, N. Y. 

Adams, Geo. Sheldon, M.D., Superintendent Yankton State Hospital, 
Yankton, S. D. 

Adams, Felix M., M. D., Superintendent East Oklahoma Hospital, Vinita, 
Okla. 

Adler, Herman M., M.D., Director Institute for Juvenile Research, 721 
S. Wood St., Chicago, IIl. 

Alderman, E. H., M.D. Assistant Physician Eastern State Hospital, 
Williamsburg, Va. 

Alford, Leland B., M.D., Humbolt Bldg., St. Louis, Mo. 

Allen, Fred, H. M.D., Child Guidance Clinic, 1711 Fitzwater St., 
Phila., Pa. 

Allen, Henry D., M.D., Superintendent Allen’s Invalid Home, Milledge- 
ville, Ga. 

Allen, H. D., Jr., M.D.. Pathologist Allen’s Invalid Home, Milledge- 
ville, Ga. 

Altman, Emil, M. D., 437 West End Ave., New York, N. Y. 

Amsden, George S., M.D., Director Psychopathic Department, Albany 
Hospital, Albany, N. Y. 
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Anderson, Victor V., M.D., Medical Director The Spruces, Shrews- 
bury, N. J. 

Armstrong, Samuel T., Physician-in-Charge Hillbourne Farms, Inc., 
Katonah, N. Y. 

Ashley, Maurice C., M.D., Wappingers Falls, N. Y. 

Baber, E. Armitage, M.D., Superintendent Longview Hospital, Cincin- 
nati, Ohio. 

Baehr, Edmund M., M.D., 19 Garfield Place, Cincinnati, Ohio. 

Bagby, Ernest, L., M. D., Superintendent Western Oklahoma Hospital, 
Supply, Okla. 

Bailey, Albert A.. M.D., P. O. Box 105; 16 Tompkins Street, Cort- 
land, N. Y. 

Baines, M. Carroll, M.D., Medical Officer in Charge U. S. Veterans 
Hospital No. 62, Augusta, Ga. 

Ballou, Harry B., M.D., Assistant Superintendent Mansfield State Train- 
ing School and Hospital, Mansfield Depot, Conn. 

Barnhardt, Wm. N., M.D., Serior Assistant Physician Central Islip 
State Hospital, Central Islip, N. Y. 

Barrett, Albert M., M. D., Director State Psychopathic Hospital, Univer- 
sity of Michigan, Ann Arbor, Mich. 

Barrett, Joseph E., M. D., Assistant Physician State Hospital for Nervous 
Diseases, Little Rock, Ark. 

Barry, R. Grant, M.D., Associate Physician Philadelphia Hospital for 
Mental Diseases, Byberry, Phila., Pa. 

Barton, Amos E., M. D., Deputy Medical Examiner, State Hospital Com- 
mission, New York, N. Y. 

Bass, T. B., M. D., Superintendent Texas State Epileptic Colony, Abilene, 
Texas. 

Beers, Clifford W., Ph.B., M.A., Secretary National Committee for 
Mental Hygiene, 370 Seventh Ave., New York, N. Y. 

Beling, Chritopher, C., M. D., 111 Clinton Avenue, Newark, N. J. 

Bell, John H., M. D., Superintendent of Virginia State Colony for Epilep- 
tics and Feeble-minded, Colony, Va. 

Bellinger, Clarence H., M.D., Senior Assistant Physician Binghamton 
State Hospital, Binghamton, N. Y. 

Bentley, Inex A., M.D., 426 E. 26th Street, New York, N. Y. 

Benton, George H., M.D., Jack on Memorial Hospital, Miami, Fla. 

Beutler, W. F., M. D., Medical Superintendent Milwaukee County Asylum 
for Mentally Diseased, Wauwatosa, Wis. 

Bisgrove, Sidney W., M. D., Senior Assistant Physician Utica State Hos- 
pital, Utica, N. Y. 

Bingham, Anne Tefft, M.D., Physician New York Probation Associa- 
tion, 2 Gramercy Park, New York, N. Y. 

Blaisdell, Russell E., M. D., First Assistant Physician Kings Park State 
Hospital, Kings Park, N. Y. 

Blakeslee, M. O., M.D., Assistant Medical Superintendent, Michigan 
Home and Training School, Lapeer, Mich. 
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Boltz, Oswald H., Senior Assistant Physician, Manhattan State Hospital, 
Ward's Island, N. Y. 

Bond, Earl D., M.D., Physician-in-Chief, Pennsylvania Hospital, 4401 
Market Street, Philadelphia, Pa. 

Bonner, Clarence A., M.D., Chief Executive Officer Boston Psycho- 
pathic Hospital, 74 Fenwood Road, Boston 17, Mass. 

Boone, James E., Jr., M. D., Senior Assistant Physician South Carolina 
State Hospital, Columbia, S. C. 

Bowers, Walter G., M.D., Superintendent Schuylkill County Hospital 
for Mental Diseases, Schuylkill Haven, Pa. 

Branham, V. C., M.D., Psychiatrist to State Commission for Mental 
Defectives, 309 Flatiron Bldg., New York, N. Y. 

Brew, Mary F., M.D., Assistant Physician Binghamton State Hospital, 
Binghamton, N. Y. 

Brewster, George F., M.D., Medical Officer in charge U. S. Veterans 
Hospital No. 81, Bronx, New York, N. Y. 

Briggs, L. Vernon, M. D., 64 Beacon Street, Boston, Mass. 

Brill, A. A., M. D., 15 W. 7oth Street, New York, N. Y. 

Brown, G. W., M. D., Superintendent Eastern State Hospital, Williams- 
burg, Va. 

Brown, Louis R., M.D., Superintendent State Hospital for Nervous 
Diseases, Little Rock, Ark. 

Brown, Sanger, II, M.D., Chairman New York State Commission for 
Mental Defectives; 173 E. 7oth St., New York, N. Y. 

Brown, W. Stuart, M.D., Physician-in-Charge Sanford Hall, Flushing, 
New York, N. Y. 

Brush, Edward, N., M.D., Hamilton Road, Mt. Washington, Bal- 
timore, Md. 

Bryant, William A., M.D., Superintendent State Hospital, Worcester, 
Mass. 

Bryant, R. H., M.D., Assistant Physician, Central La. State Hospital, 
Pineville, La. 

Buckley, Albert C., M.D., Superintendent Friends’ Hospital, Frankford, 
Philadelphia, Pa. 

Bunker, Henry A., M. D,, Assistant Director Psychiatric Institue of 
the New York State Hospitals, New York, N. Y. 

Burdick, Charles M., M.D., Medical Superintendent Dannemora State 
Hospital, Danemora, N. Y. 

Burlingame, C. C., M. D., Executive Officer New York Medical Center, 
17 E. 42nd Street, New York, N. Y. 

Burns, Geoffrey C. H., M.D., Senior Assistant Physician Manhattan 
State Hospital, Ward’s Island, N. Y. 

Burr, C. B., M.D., The Durant, Flint, Mich. 

Butterfield, George K., M.D., First Assistant Physician Butler Hospital, 
Providence, R. I. 

Campbell, C. Macfie, M.D., Director Boston Psychopathic Hospital, 74 
Fenwood Road, Boston 17, Mass. 
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Campbell, George B., M.D., First Assistant Physician Utica State 
Hospital, Utica, N. Y. 

Canavan, Myrtelle M., M.D., Warren Museum, Harvard Medical School, 
240 Longwood Ave., Boston 17, Mass. 

Capron, Arthur J., M. D., Physician-in-Charge Glenmary Sanitarium, 
Owego, N. Y. 

Carlisle, Chester Lee, M. D., Clinical Director U. S. Veterans Hospital, 
No. 81, Bronx, New York, N. Y. 

Carmichael, F. A., M.D., Superintendent Oswatomie State Hospital, 
Osawatomie, Kan. 

Casamajor, Louis, M. D., 30 E. 4oth Street, New York, N. Y. 

Chambers, Ralph Miller, M.D., Superintendent Taunton State Hospital, 
Taunton, Mass. 

Chandler, Clarence L., M.D., Assistant Physician, Brooklyn State Hos- 
pital, Brooklyn, N. Y. 

Chandler, Henry M., M.D., Assistant Physician Utica State Hospital, 
Utica, N. Y. 

Chapman, Ross McC., M. D., Superintendent Sheppard and Enoch Pratt 
Hospital, Towson, Md. 

Cheney, Clarence O., M. D., Assistant Superintendent Utica State Hospital, 
Utica, N. Y. 

Childers, Asher T., M.D., Assistant Physician, Bloomingdale Hospital, 
White Plains, N. Y. 

Christian, Thomas B., M.D., Pathologist New Jersey State Hospital, 
Greystone Park, Morris Plains, N. J. 

Clark, George E., M. D., 96 Glenbrook Road, Stamford, Conn. 

Clark, Joseph Clement, M. D., Superintendent Springfield State Hospital, 
Sykesville, Md. 

Clark, L. Pierce, M.D., Consulting Neurologist Central Islip State 
Hospital, 2 E. 65th Street, New York, N. Y. 

Cobb, Stanley, M.D., Visiting Neurologist, Boston City Hospital, Bos- 
ton 17, Mass. 

Cobb, O. H., M.D., Superintendent Syracuse State School, Syra- 
cuse, N. Y. 

Cocke, Edwin W., M.D., Superintendent Western State Hospital, Boli- 
var, Tenn. 

Cohoon, E. H., M. D., Superintendent Medfield State Hospital, Harding, 
Mass. 

Coleburn, Arthur B., M. D., 16 Elm St., Norwalk, Conn. 

Collier, G. Kirby, M. D., 80 East Avenue, Rochester, N. Y. 

Conlon, Wm. Alfred, M.D., Senior Assistant Physician Central Islip 
State Hospital, Central Islip, N. Y. 

Copp, Owen, M.D., Consultant Pennsylvania Hospital, 4401 Market St., 
Philadelphia, Pa. 

Corcoran, David, M.D., First Assistant Physician Creedmoor Division, 
Brooklyn State Hospital, Brooklyn, N. Y. 

Coriat, Isador H., M.D., 416 Marlborough St., Boston, Mass. 
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Cotton, Henry A., M.D., Medical Director New Jersey State Hospital, 
Trenton, N. J. 

Cozby, Harold O., M.D., Naval Medical School, Washington, D. C. 

Currie, Thomas J., M.D., First Assistant Physician Willard State Hos- 
pital, Willard, N. Y. 

Curry, Marcus A., M.D., Superintendent New Jersey State Hospital, 
Greystone Park, Morris Plains, N. J. 

Cusack, Thomas S., M.D., U. S. Veterans Hospital No. 84, The 
Bronx, N. Y. 

Dahlstrom, Sigurd, M.D., Director of the Psychopathic Hospital, Oslo, 
Norway. 

D’Alton, Clarence J., M.D., Executive Assistant National Committee 
for Mental Hygiene, 365 West End Ave., New York, N. Y. 

Davis, Thomas K., M. D., 20 W. soth Street, New York, N. Y. 

Dawes Spencer L., M. D., Medical Examiner State Hospital Commission, 
175 Fifth Avenue, New York, N. Y. 

Day, Homer L., M. D., Medical Interne Manhattan State Hospital, Ward’s 
Island, New York, N. Y. 

Dearborn, Geo. VanNess, M.D., Psychiatrist U. S. Veterans Hospital 
No. 81, 130 W. Kingsbridge Road, Bronx, New York, N. Y. 

De Jarnette, J. S., M. D., Medical Superintendent Western State Hospital, 
Staunton, Va. 

Devlin, Francis E., M.D., Superintendent Hospital St. Jean de Dieu, 
Gamelin, Que. 

Diefendorf, Allen Ross, M.D., 129 Church St.. New Haven, Conn. 

Dold, Wm. E., M.D., Physician-in-Charge River Crest Sanitarium, 
Astoria, New York. 

Doloff, Charles H., M. D., Superintendent New Hampshire State Hospital, 
Concord, N. H. 

Dooley, Lucille, M.D., Medical Officer St. Elizabeth’s Hospital, Wash- 
ington, D. C. 

Doshay, Louis J.. M.D., Senior Assistant Physician, Manhattan State 
Hospital, Ward’s Island, N. Y. 

Dowd, Ambrose F., M. D., 257 Mt. Prospect Ave., Newark, N. J. 

Downing, Dana Fletcher, M. D., 80 Beckman St., New York, N. Y. 

Dunham, Sydney A., M. D., Resident Physician Dr. Dunham's Sanitarium, 
1392 Amherst St., Buffalo, N. Y. 

Dunton, Wm. Rush, Jr., M. D., Medical Director Harlem Lodge, Catons- 
ville, Md. 

Eckerdt, A. Burton, M. D., Superintendent Territorial Hospital for Mental 
Diseases, Honolulu, T. H. 

Ejidson, Joseph P., M. D., 117 W. 58th St., New York, N. Y. 

Elkind, Henry B., M. D., Medical Director Mass. Society for Mental 
Hygiene, 5 Joy St., Boston, Mass. 

Elliott, Annie R., M.D., Assistant Physician Norristown State Hospital, 
Norristown, Pa. 
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Elliott, Robert M., M.D., Medical Superintendent Willard State Hospital, 
Willard, N. Y. 

Elwood, Everett S., B.S., Managing Director National Board of Medical 
Examiners, 1310 Medical Arts Building, Philadelphia, Pa. 

Englander, Charles, M. D., Pathologist Essex County Hospital for Insane, 
Cedar Grove, N. J. 


English, W. M., M. D., Medical Superintendent Ontario Hospital, Hamil- 
ton, Ont. 


Epstein, Joseph, M. D., Assistant Physician White Oak Farm, Paw- 
ling, N. Y. 

Evans, Albert, M.D., Hospital Trustees Association of Mass, 416 Marl- 
boro Street, Boston, Mass. 

Evans, E. E., M.D., Assistant Superintendent Huntington State Hos- 
pital, Huntington, W. Va. 

Evans, Miner H. A., M.D., 496 Commonwealth Ave., Boston 17, Mass. 

Faison, W. W., M. D., Superintendent State Hospital, Goldsboro, N. C. 

Favill, John, M. D., Attending Neurologist Cook County Hospital, 122 S. 
Michigan Ave., Chicago, III. 

Farmer, Winfield S., M.D., Supt. Central State Hospital, Nashville, 
Tenn. 

Farnell, Frederic J., M.D., 598 Angell St., Providence, R. I. 

Farrar, Clarence B., M. D., Director Toronto Psychiatric Hospital, Surrey 
Place, Toronto, Ont. 

Faxon, Dora W., M.D., 500 Crafts St., West Newton, Mass. 

Feigin, Samuel, M. D., Bellevue Hospital, New York, N. Y. 

Finlayson, Alan D., M. D., 8314 Euclid Ave., Cleveland, Ohio. 

Folsom, Ralph P., M. D., Director of Clinical Psychiatry Manhattan State 
Hospital, Ward’s Island, New York, N. Y. 

Foster, James M., M.D., Medical Superintendent Ontario Hospital, 
Whitby, Ont. 

Freeman, George H., M.D., Superintendent St. Peter State Hospital, 
St. Peter, Minn. 

Fuller, Daniel H., M.D., Medical Director Pennsylvania Hospital, 111 
N. 49th Street, Philadelphia, Pa. 

Fuller, Earl Wm., M. D., Superintendent Pennhurst State School, Penn- 
hurst, Pa. 

Fulstow, Marjorie, M.D., Assistant Pathologist, Mass. Dept. for Mental 
Diseases, 74 Fenwood Road, Boston, Mass. 

Furman, Isaac J., M. D., First Assistant Physician Manhattan State Hos- 
pital, Ward’s Island, New York, N. Y. 

Gardner, David M., M.D., U. S. Veterans Hospital No. 49, 24th and 
Grays Ferry Road, Philadelphia, Pa. 

Garvin, Wm. C., M.D., Medical Superintendent Binghamton State Hos- 
pital, Binghamton, N. Y. 


Gibbs, Charles E., M.D., Senior Assistant Physician Rochester State 
Hospital, Rochester, N. Y. 
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Gilfillan, Margery J., M.D., Associate in Psychology and Neurology 
Battle Creek Sanitarium, Battle Creek, Mich. 

Gillis, Andrew C., M. D., 1033 N. Calvert St., Baltimore, Md. 

Gray, Earle Vincent, M. D., Superintendent Gowanda State Homeopathic 
Hospital, Helmuth, N. Y. 

Gregg, Donald, M. D., Superintendent Channing Sanitarium, Wellesley, 
Mass. 

Gregory, Menas, S., M. D., Director Bellevue Hospital, New York, N. Y. 

Green, Edward M., M.D., Superintendent Harrisburg State Hospital, 
Harrisburg, Pa. 

Greenacre, Phyllis, M.D., Associate in Psychiatry, Phipps Psychiatric 
Clinic, Johns Hopkins Hospital, Baltimore, Md. 

Greene, Alberta F. M., M.D., 102 Waverly Place, New York, N. Y. 

Groom, Wirt C., M.D., Senior Assistant Physician Hudson River State 
Hospital, Poughkeepsie, N. Y. 

Grover, Milton M., M.D., Senior Assistant Physician Harlem Valley 
State Hospital, Wingdale, N. Y. 

Guest, A. W., M. D., Superintendent North Dakota State Hospital for 
Insane, Jamestown, N. D. 

Guibord, Alberta S. B., M. D., 125 Commonwealth Avenue, Boston, Mass. 

Guthrie, L. V., M.D., Superintendent Huntington State Hospital, Hunt- 
ington, W. Va. 

Gwin, Alva, M.D., Assistant Physician, Augusta State Hospital, Augusta, 
Maine. 

Hall, James K., M. D., Resident Physician Westbrook Sanatorium, Rich- 
mond, Va. 

Haines, Thomas H., M. D., 30 Oxford Street, Montclair, N. J. 

Hamilton, Gilbert V., M. D., 47 East 61st Street, New York, N. Y. 

Hamilton, Samuel W., M.D., Assistant Medical Director Bloomingdale 
Hospital, White Plains, N. Y. 

Hammers, James S., M.D., Superintendent Pittsburg City Homes and 
Hospitals, Mayview, Pa. 

Hanes, Edward L., M. D., 748 Main Street, E. Rochester, N. Y. 

Harrington, Arthur H., M.D., Superintendent State Hospital for Mental 
Diseases, Howard, R. I. 

Hasking, Arthur P., M. D., Official Examiner of Indigent Insane, Hud- 
son Co., 318 Montgomery St., Jersey City, N. J. 

Harris, Isham G., M. D., Superintendent Brooklyn State Hospital, Brook- 
lyn, N. Y. 

Haviland C. Floyd, M.D., Chairman State Hospital Commission, Al- 
bany, N. Y. 

Haviland, F. Ross, M. D., First Assistant Physician Brooklyn State Hos- 
pital, Brooklyn, N. Y. 

Healy, Wm., M. D., Director Judge Baker Foundation, 40 Court St., Bos- 
ton, Mass. 

Heldt, Thomas J., M. D., Physician-in-Charge of Neuropsychiatric Divi- 
sion Henry Ford Hospital, Detroit, Mich. 
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Helmar, R. D., M.D., Physician-in-Charge Marshall Sanitarium, Troy, 
N. Y. 

Henderson, Estelle H., M.D., Superintendent Southwestern State Hos- 
pital, Marion, Va. 

Henry, Hugh Carter, M. D., Superintendent Central State Hospital, Peters- 
burg, Va. 

Henschel, Louis K., M. D., Bellevue, New York, N. Y. 

Herring, Arthur P., M. D., State Commissioner of Mental Hygiene, 330 
N. Charles St., Baltimore, Md. 

Hickling, D. Percy, M.D., Alienist of District of Columbia, 1394 Rhode 
Island Ave., N. W., Washington, D. C. 

Hicks, Edward E., M. D., 619 Second Street, Brooklyn, N. Y. 

Hill, Charles B., M.D., The Duke Sanitarium, Guthrie, Okla. 

Hill, S. S., M. D., Superintendent The State Hospital, Wernersville, Pa. 

Hinsie, Leland E., Assistant Physician Pyschiatric Institute, Ward's Island, 
New York, N. Y. 

Hobbs, Alfred T., M. D., Superintendent Emeritus Homewood Sanitarium, 
Guelph, Ont. 

Hodskins, Morgan B., M.D., Superintendent Monson State Hospital, 
Palmer, Mass. 

Hoffman, Harry F., M.D., Assistant Superintendent Homeopathic State 
Hospital, Allentown, Pa. 

Horger, E. L., M.D., Clinical Director South Carolina State Hospital, 
Columbia, S. C. 

Houston, John A., M.D., Medical Superintendent Northampton State 
Hospital, Northampton, Mass. 

Hoye, M. J. L., M.D., Superintendent East Mississippi Insane Hospital, 
Meridian, Miss. 

Humphries, H. R., M.D., Orienta Point, Mamaroneck, N. Y. 

Hutchings, Richard H., M. D., Medical Superintendent Utica State Hos- 
pital, Utica, N. Y. } 

Hutchinson, Henry A., M. D., Medical Superintendent Dixmont Hospital 
for the Insane, Dixmont, Pa. 

Inch, Geo. Franklin, M.D., Assistant Medical Superintendent Traverse 
City State Hospital, Traverse City, Mich. 

Izgur, Leon, M. D., Resident Physician New York City Children’s Hos- 
pital, Randall’s Island, New York, N. Y. 

Jacoby, Arnold L., M. D., Director Psychopathic Clinic, Recorders Court, 
Detroit, Mich. 

Jelliffe, Smith Ely, M. D., Visiting Neurologist City Hospital, 64 W. 56th 
St., New York, N. Y. 

Jewett, Stephen P., M.D., Psychiatrist Department of Mental Hygiene, 
New York School of Social Work, 9 W. 48th St., New York, N. Y. 

Johnson, Alice E., M. D., 250 S. 21st Street, Philadelphia, Pa. 

Jordon, M. M., M. D., 21 High St., Worcester, Mass. 

Jones, Kenneth B., M. D., Home and School for Feeble-minded of District 
of Columbia, Annapolis Jct., Md. 
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Kardiner, Abraham, M. D., 1150 Fifth Avenue, New York, N. Y. 

Kasanin, Jacob, M.D., Medical Office, Boston Psychopathic Hospital, 
Boston, Mass. 

Kauffman, Lesser, M. D., 584 West Ferry St., Buffalo, N. Y. 

Keating, Frank W., M.D., Superintendent Rosewood School for Feeble- 
minded, Owings Mills, Md. 

Keefe, Augustus S., M.D., Western State Hospital, Hopkinsville, Ky. 

Kelleher, James P., M.D., Senior Assistant Physician Manhattan State 
Hospital, Ward’s Island, New York, N. Y. 

Kempf, Edward J., M. D., 100 W. 59th Street, New York, N. Y. 

Kennison, Samuel, M.D., Visiting Physician State Hospital for Mental 
Diseases, Howard, R. I. 

Kenworthy, Marion E., M.D., Medical Director Bureau of Children’s 
Guidance, New York School of Social Work, 105 East 53rd St., New 
York, N. Y. 

Kieb, Raymond F. C., M.D., Superintendent Matteawan State Hospital, 
Beacon, N. Y. 

Kilbourne, Arthur F., M.D., Medical Superintendent Rochester State 
Hospital, Rochester, Minn. 

Kilpatrick, Elizabeth, M. D., Assistant Physician Bloomingdale Hospital, 
White Plains, N. Y. 

Kindred, J. J.. M. D., Consulting Physician River Crest Sanitarium, As- 
toria, Queensboro, New York, N. Y. 

King, George W., M. D., Medical Director Hudson County Hospital for 
Insane, Secaucus, N. J. 


King, Robert, M.D., Pathologist Central Islip State Hospital, Central 
Islip, N. Y. 


Kirby, George H., M.D., Director Psychiatric Institute, Ward's Island, 
New York, N. Y. 

Kirk, Jr., Wiliam, M. D., 2133 Fifth Ave., Troy, N. Y. 

Kirk, C. C., M. D., 2212 Broadway, Little Rock, Ark. 

Kline, George M., M.D., Commissioner Department of Mental Diseases, 
State House, Boston, Mass. 


Klopp, Henry I., M.D., Superintendent Homeopathic State Hospital, 
Allentown, Pa. 


Knapp, John Rudolph, M.D., Senior Assistant Physician Manhattan 
State Hospital, Ward’s Island, New York, N. Y. 

Knight, Augustus S., M. D., No. 1 Madison Ave., New York, N. Y. 

Kolb, Lawrence, Surgeon U.S. P.H.S., Director Hygienic Laboratory, 
25th and E Sts., N. W., Washington, D. C. 

Lamb, Robert B., M.D., Physician-in-Charge Crichton House, Harmon- 
on-Hudson, N. Y. 

Lambert, Charles I., M.D., Associate Prof. Psychiatry, Columbia Univ. 
College of Medicine, 114 E. 54th Street, New York, N. Y. 

Lane, Arthur G., M.D., Clinical Director New Jersey State Hospital, 
Greystone Park, Morris Plains, N. J. 
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Lang, Walter E.. M.D., Superintendent Westborough State Hospital, 
Westborough, Mass. 

Langner, Helen P., M.D., Manhattan State Hospital, New York, N. Y. 

Laughlin, Chas. E., M. D., Superintendent Southern Indiana Hospital for 
the Insane, Evansville, Ind. 

Law, R. A., M. D., Senior Physician State Hospital for Nervous Diseases, 
Little Rock, Ark. 

Leahy, Sylvester R., M. D., 69 Remsen St., Brooklyn, N. Y. 

Leavitt, Wm., M. D., 768 Saratoga Avenue, Brooklyn, N. Y. 

Lehrman, Philip R., M. D., 120 Riverside Drive, New York, N. Y. 

Leopold, Samuel, M. D., 1923 Spruce St., Philadelphia, Pa. 

Leslie, Frank E., M.D., U. S. Veterans Bureau, 45 Broadway, New 
York, N. Y. 

Levin, Hyman L., M.D., Director of Clinical Psychiatry Buffalo State 
Hospital, Buffalo, N. Y. 

Levy, David M., M. D., 25 E. Washington St., Chicago, Ill. 

Leward, James, M. D., St. Louis Training School, Bellefontain Road and 
Hall Ave., St. Louis, Mo. 

Lonergan, Michael P., M. D., Senior Assistant Physician Manhattan State 
Hospital, Ward’s Island, New York, N. Y. 

Lowrey, Lawson G., M.D., Director Child Guidance Clinic No. 2, 10427 
Detroit St., Cleveland, Ohio. 

Lurie, Louis A., M.D., 4 W. 7th St., Cincinnati, Ohio. 

McClung, W. D., M. D., Superintendent Spencer State Hospital, Spencer, 
W. Va. 

McCord, Clinton P., M.D., 48 Willet Street, Albany, N. Y. 

McGaffin, Chas. Gibson, M. D., Superintendent Children’s Hospital, Ran- 
dall’s Island, New York, N. Y. 

McGraw, Robert B., M. D., 105 E. 38th Street, New York, N. Y. 

McIntire, Annette M., M.D., 141 Wisconsin St., Milwaukee, Wis. 

MacLachlan, Mary, M.D., Kings Park State Hospital, Kings Park, 
Long Island. 

Mack, Clifford, W., M.D., Livermore Sanitarium, Livermore, Cal. 

Matthews, Adelbert C., M.D., Senior Assistant Physician Kings Park 
State Hospital, Kings Park, N. Y. 

May, James V., M.D., Superintendent Boston State Hospital, Boston 
24, Mass. 

Mayer, Edward E., M.D., Director of Mental Health Bureau of City of 
Pittsburgh, 5112 Jenkins Arcade, Pittsburgh, Pa. 

Menninger, Karl A., M. D., Director Menninger Psychiatric Hospital and 
Clinic, Mulvane Bldg., Topeka, Kans. 

Merriman, Willis E., M.D., First Assistant Physician Hudson River 
State Hospital, Poughkeepsie, N. Y. 

Meyer, Adolf, M.D., Psychiatrist-in-Chief Johns Hopkins Hospital, 
Baltimore, Md. 


Miller, Booth E., M. D., Resident Psychiatrist, Indianapolis City Hospital, 
Indianapolis, Ind. 
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Miller, Clarence R., M.D., Assistant Medical Officer-in-Charge U. S, 
Veterans Hospital No. 81, 130 Kingsbridge Rd., Bronx, N. Y. 

Miller, Henry W., M.D., “ Mountainbrook,” Brewster, N. Y. 

Millias, Ward W., M.D., Rome State School, Rome, New York. 

Mills, Geo. W. T., M. D., Medical Inspector State Hospital Commission, 
Flatiron Bldg., New York, N. Y. 

Mitchell, C. C., M. D., Superintendent Mississippi State Insane Hospital, 
Fondren, Miss. 

Mitchell, H. W., M.D., Superintendent Warren State Hospital, Warren, 
Pa. 

Mitchell, Wm. T. B., M.D., Lecturer in Psychiatry McGill University, 
Montreal, Que. 

Moore, Joseph W., M.D., Assistant Superintendent Matteawan State 
Hospital, Beacon, N. Y. 

Morphy, Arthur G., M.D., 770 Sherbrook St., West, Montreal, Que. 

Mulder, J. D., M.D., Superintendent Christian Psychopathic Hospital, 
R. R. 3, Byron Centre, Mich. 

Murdoch, J. M., M. D., Superintendent Polk State School, Polk, Pa. 

Neumann, Theodore W., M.D., Physician-in-Charge Dr. MacDonald’s 
House, Central Valley, N. Y. 

Notkin, John, M. D., Senior Assistant Physician Manhattan State Hospital, 
Ward’s Island, New York, N. Y. 

O’Hanlon, George, M. D., Superintendent Jersey City Hospital, 20 Bald- 
win Avenue, Jersey City, N. J. 

O’Malley, Mary, M. D., Clinical Director St. Elizabeth’s Hospital, Wash- 
ington, D. C. 

O'Neill, James M., M.D., Physician-in-Charge St. Vincent’s Retreat, 
Harrison, N. Y. 

Oberndorf, Clarence P., M.D., Associate Psychiatrist, Mt. Sinai Hos- 
pital, New York, N. Y. 

O’Brien, John F., M. D., 632 Somerset Ave., Taunton, Mass. 

Odell, Albert G., M.D., Clifton Springs Sanitarium, Clifton Springs, 
N. Y. 

Osnato, Michael, M. D., 34 E. 64th Street, New York, N. Y. 

Ostrander, Herman, M.D., Medical Superintendent Kalamazoo State 
Hospital, Kalamazoo, Mich. 

Packard, Frederick, H., M.D., Superintendent McLean Hospital, Wav- 
erley, Mass. 

Packer, Flavius, M.D., Physician-in-Chief White Oak Farm, Pawling, 
N. Y. 

Paine, Harlan L., M.D., Superintendent Grafton State Hospital, North 
Grafton, Mass. 

Palmer, Leo J., M.D., First Assistant Superintendent Institution for 
Defective Delinquents, Napanoch, N. Y. 

Parker, Charles S., M.D., First Assistant Physician Kings Park State 
Hospital, Kings Park, N. Y. 

Parsons, Frederick W., M.D., Superintendent Buffalo State Hospital, 
Buffalo, N. Y. 
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Partlow, Wm. D., M.D., Supt. The Alabama Insane Hospital, Tusca- 
loosa, Ala. 

Patterson, Christopher J., M.D., Hudson River State Hospital, Pough- 
keepsie, N. Y. 

Patterson, Harold A., M.D., Pathologist Craig Colony, Sonyea, N. Y. 

Patterson, Wm. L., M.D., Assistant Superintendent Fergus Falls State 
Hospital, Fergus Falls, Minn. 

Pattrell, Arthur E., M. D., First Assistant Physician, Sheppard and Enoch 
Pratt Hospital, Towson, Md. 

Payne, Guy, M. D., Medical Superintendent Essex County Hospital for 
Insane, Cedar Grove, N. J. 

Peck, Martin W., M.D., Chief, Out-Patient Department, Boston Psycho- 
pathic Hospital, 638 Beacon St., Boston, Mass. 

Perkins, T. J., M.D., Superintendent East Louisiana State Hospital, 
Jackson, La. 

Phillips, Arthur M., M.D., Senior Assistant Physician Manhattan State 
Hospital, Ward's Island, New York, N. Y. 

Pierce, Appleton Howe, M.D., Medical Officer-in-Charge U. S. Veterans 
Hospital No. 95, Northampton, Mass. 

Pilgrim, Charles W., M.D., Central Valley, N. Y. 

Pitman, Mason W. H., M. D., Riverdale-on-Hudson, New York, N. Y. 

Plant, James S., M. D., Director Essex County Juvenile Clinic, 467 High 
St., Newark, N. J. 

Plouffe, Daniel M.D., Attending Physician St. Jean de Dieu Hospital, 
Gamelin, Que. 

Poage, Lydia L., M.D., Longview Hospital, Cincinnati, O. 

Pollock, Horatio M., Ph. D., Statistician State Hospital Commission, 
Albany, N. Y. 

Porteous, Carlyle A., M.D., Superintendent Protestant Hospital for the 
Insane, P. O. Box 4019, Montreal, Que. 

Potter, Clarence A., M.D., “Interpines,” Goshen, N. Y. 

Potter, H. W., M. D., Director of Research, Letchworth Village, Thiells, 
N. Y. 

Pratt, George K., M. D., Assistant Medical Director National Committee 
for Mental Hygiene, 370 Seventh Ave., New York, N. Y. 

Price, Richard H., M. D., Medical Officer U. S. Veterans Hospital, 24th 
and Grays Ferry Rd., Philadelphia, Pa. 

Prout, Thos. P., M. D., Fair Oaks Sanitarium, Summit, N. J. 

Purdum, Harry D., M.D., Clinical Director Springfield State Hospital, 
Sykesville, Md. 

Putman, Emma, M.D., Poughkeepsie, N. Y. 

Raeder, Oscar J.. M.D., Mass. Dept. of Mental Diseases, 270 Common- 
wealth Ave., Boston, Mass. 

Ramsay, Wm. E., M.D., Perth Amboy, N. J. 


Ranney, Jonathan H., M.D., Assistant Physician Stamford Hall, Stam- 
ford, Conn. 
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Ratliff, Thomas A., M. D., Superintendent Grandview Hospital, 2700 Glen- 
way Ave., Cincinnati, Ohio. 

Raynor, Mortimer W., M. D., Bloomingdale Hospital, White Plains, N. Y. 

Reed, Ralph G., M.D., Senior Assistant Physician Central Islip State 
Hospital, Central Islip, N. Y. 

Reed, Ralph W., M. D., 180 E. McMillan St., Cincinnati, Ohio. 

Renner, Dan S., M. D., Senior Resident Physician, Village for Epileptics, 
Skillman, N. J. 


Richardson, Wm. W., M.D., Medical Director The Mercer Sanitarium, 
Mercer, Pa. 


Riley, Wm. H., M. D., Chief of Department of Neurology and Psychiatry, 
Battle Creek Sanitarium, Battle Creek, Mich. 

Ring, Arthur H., M.D., Superintendent Ring Sanatorium and Hospital, 
Arlington Heights, 75, Mass. 


Ripley, Horace G., M.D., Superintendent Brattleboro Retreat, Brattle- 
boro, Vt. 


Robbins, Frederick C., M. D., Naples, N. Y. 

Robertson, Frank W., M. D., Medical Superintendent Stamford Hall Co., 
Inc., Stamford, Conn, 229 W. 78th St., New York, N. Y. 

Robertson, Perry C., M. D., Medical Superintendent Ionia State Hospital, 
Tonia, Mich. 

Rodgers, Arthur G., Jr., M.D., Senior Physician, Hudson River State 
Hospital, Poughkeepsie, N. Y. 

Rogers, Henry W., M.D., Physician-in-Charge Lloyd Hospital, 345 
Edgecombe Ave., New York, N. Y. 

Ross, John R., M.D., Superintendent Harlem Valley State Hospital, 
Wingdale, N. Y. 


Ross, Louis F., M. D., Medical Superintendent Eastern Indiana Hospital, 
Easthaven, Richmond, Ind. 

Rowe, John T. W., M.D., First Assistant Physician Manhattan State 
Hospital, Ward’s Island, New York, N. Y. 

Rowley, Charles C., M.D., Assistant Physician Pennsylvania Hospital, 
111 N. 49th St., Philadelphia, Pa. 
Ruggles, Arthur H., M.D., Superintendent Butler Hospital, Providence, 
R. I. 


Ruland, Frederick D., M.D., Proprietor Westport Sanitarium, Westport, 
Conn. 


Russell, William L., M. D., Superintendent Bloomingdale Hospital, White 
Plains, N. Y. 

Ryan, Edward, M.D., Superintendent Ontario Hospital, Kingston, Ont. 
Sands, Irving J., M.D., 202 New York Ave., Brooklyn, N. Y. 

Sandy, Wm. C., M. D., Director Bureau of Mental Health, Department of 
Welfare, Harrisburg, Pa. 

Sargent, George F., M.D., Aigburth Manor Convalescing Home, Tow- 
son, Md. 

Schaller, Walter F., M. D., 909 Hyde St., San Francisco, Cal. 

Scott, Augusta, M. D., 149 E. goth St., New York, N. Y. 
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Shanahan, Wm. T., M. D., Medical Superintendent Craig Colony, Sonyea, 
N. Y. 


Shaw, Francis C., M.D., Senior Assistant Physician St. Lawrence State 
Hospital, Ogdensburg, N. Y. 

Sheehan, Robert F., M. D., Harlem Valley State Hospital, 53 E. 66th St., 
New York, N. Y. 

Shuffleton, Jos. H., M.D., Senior Assistant Physician King’s Park State 
Hospital, Kings Park, N. Y. 
Slattery, Mary E., M.D., Resident Physician State Institution, Vineland, 
N. J. 


Smith, George A., M.D., Superintendent Central Islip State Hospital, 
Central Islip, N. Y. 


Smith, Groves Blake, M.D., Associate Neuropsychiatrist Henry Ford 
Hospital, Detroit, Mich. 

Smith, Henry G., M.D., First Assistant Physician Essex County Hos- 
pital, Cedar Grove, N. J. 


Smith, R. E. Lee, M. D., Superintendent Eastern State Hospital, Bearden. 
Tenn. 


Snavely, Earl H., M. D., Medical Director Newark City Hospital, 116 
Fairmont Ave., Newark, N. J. 

Solomon, Harry C., M.D., Chief Therapeutic Research Boston Psycho- 
pathic Hospital, 270 Commonwealth Ave., Boston, Mass. 

Somers, Elbert M., M. D., Senior Assistant Physician Hudson River State 
Hospital, Poughkeepsie, N. Y. 

Soper, Arthur E., M.D., Senior Assistant Physician Brooklyn State 
Hospital, Brooklyn, N. Y. 

Spaulding, Edith R., M. D., 103 E. 86th St., New York, N. Y. 

Sprague, George S., M.D., Assistant Director Iowa State Psychopathic 
Hospital, Iowa City, Ia. 

Squire, Amos O., M.D., Prison Physician Sing Sing, Ossining, N. Y. 


Stanley, Eugene A., M. D., Superintendent Vermont State Hospital, Water- 
bury, Vt. 


Steckel, Harry A., M.D., Clinical Director Binghamton State Hospital, 
Binghamton, N. Y. 


Stephens, George Whitfield, M. D., Superintendent Arizona State Hospital, 
Pheenix, Arizona. 

Stick, Henry L., M. D., Senior Medical Officer-in-Charge U. S. Veterans 
Hospital No. 49, 24th St. and Grays Ferry Road, Philadelphia, Pa. 

Stone, Robert G., M.D., Clinical Director New Jersey State Hospital, 
Trenton, N. J. 

Strecker, E. A., M.D., Medical Director Pennsylvania Hospital, 4401 
Market St., Philadelphia, Pa. 

Sullivan, Harry Stack, M.D., Director of Clinical Research Sheppard 
and Enoch Pratt Hospital, Towson, Md. 


Swint, Roger C., M.D., Superintendent Georgia State Sanitarium, Mil- 
ledgeville, Ga. 
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Sylvester, Wm. E., M.D., Physician-in-Charge Knickerbocker Hall, 
Amityville, N. Y. 


Taddiken, Paul G., M.D., Superintendent St. Lawrence State Hospital, 
Ogdensburg, N. Y. 

Taft, Annie E., M. D., 3601 Walnut St., Philadelphia, Pa. 

Taneyhill, G Lane, M.D., Associate in Neurology Johns Hopkins Uni- 
versity, 405 N. Charles St., Baltimore, Md. 

Tarumianz, Mesrop A., M.D., Medical Director Delaware State Hos- 
pital, Farnhurst, Del. 

Thom, Douglas A., M. D., Director Division of Mental Hygiene, 520 Com- 
monwealth Ave., Boston, Mass. 

Thomas, Albert C., M.D., Superintendent Foxborough State Hospital, 
Foxborough, Mass. 


Thompson, Chas. E., M. D., Superintendent Gardner State Colony, Gard- 
ner, Mass. 


Thompson, Chas. W., M. D., Medical Superintendent Woodcroft Hospital, 
Pueblo, Colo. 


Tiffany, Wm. J., M.D., Director of Clinical Psychiatry Kings Park 
State Hospital, Kings Park, N. Y. 

Travis, John H., M.D., Senior Assistant Physician, Buffalo State Hos- 
pital, Buffalo, N. Y. 

Truitt, Ralph P., M. D., Director Division on Prevention of Delinquency, 
National Committee for Menal Hygiene, 370 Seventh Ave., New York, N. Y. 

Tuttle, Geo. T., M.D., 110 Highland St., Milton, Mass. 

Tyson, Forrest C., M.D., Superintendent Augusta State Hospital, Au- 
gusta, Me. 

Van De Mark, John Lewis, M.D., First Assistant Physician Rochester 
State Hospital, Rochester, N. Y. 

Vaux, Chas. L., M. D., First Assistant Physician Central Islip State Hos- 
pital, Central Islip, N. Y. 

Veeder, Willard H., M. D., Pathologist Rochester State Hospital, Roches- 
ter, N. Y. 

Vosburgh, Theron J., M.D., 25 Trenton Ave., White Plains, N. Y. 

Wade, J. Percy, M. D., Medical Superintendent Spring Grove State Hos- 
pital, Catonsville, Md. 

Walker, N. P., M.D., Clinical Director Georgia State Sanitarium, Mil- 
legeville, Ga. 

Ward, J. Francis, M.D., Consulting Physician Craig Colony, Craig 
Colony, N. Y. 

Waterman, Chester, M.D., Assistant Superintendent Connecticut State 
Hospital, Middletown, Conn. 

Wearne, Raymond, G., M. D., Clinical Director, Central Islip State Hos- 
pital, Central Islip, Long Island. 

Weeks, David F., M.D., Medical Superintendent and Executive Officer 
New Jersey State Village for Epileptics, Skillman, N. J. 

Wender, Louis, M. D., 141 W. 75th St., New York, N. Y. 

Wholey, Cornelius C., M. D., 4616 Bayard St., E. E., Pittsburgh, Pa. 
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White, Wm. A., M. D., Superintendent St. Elizabeths Hospital, Washing- 
ton, D. C. 


Wilbor, Leon M., M.D., 201 Carroll Avenue, Tacoma Park, Washing- 
ton, D. C. 

Wilcox, Franklin S., M.D., Superintendent Norwich State Hospital, 
Norwich, Conn. 

Williams, Frankwood E., M. D., Medical Director National Committee 
for Mental Hygiene, 370 Seventh Ave., New York, N. Y. 

Winterrode, Robert P., M.D., Superintendent Crownsville State Hos- 
pital, Crownsville, Md. 

Wiswall, Edward Holmes, M. D., Assistant Physician Wiswall Sanitarium, 
Inc., Wellesley, Mass. 

Woltmann, Henry W., M.D., Associate Supt. Neurology, Mayo Clinic, 
Rochester, Minn. 

Wood, Alfred Trenchard, M.D., Senior Assistant Physician Central 
Islip State Hospital, Central Islip, N. Y. 

Woodman, Robert C., M. D., Superintendent Middletown State Homeo- 
pathic Hospital, Middletown, N. Y. 

Worthing, Harry J., M.D., Director of Clinical Psychiatry St. Lawrence 
State Hospital, Ogdensburgh, N. Y. 

Wright, Wm. W., M.D., First Assistant Physician, Utica State Hospital, 
Utica, N. Y. 

Wylie, A. R. T., M.D., Superintendent North Dakota Institution for 
Feeble-minded, Grafton, N. D. 

Yarborough, Y. H., M. D., Assistant Physician Georgia State Sanitarium, 
Milledgeville, Ga. 

Yaskin, Joseph C., M. D., 1832 Spruce St. Philadelphia, Pa. 

Young, A. F., M.D., Superintendent Milwaukee County Hospital for 
Mental Diseases, Wauwatosa, Wis. 


Young, Claude R., M.D., Assistant Physician Binghamton, State Hos- 
pital, Binghamton, N. Y. 


The following visitors and guests of the Association registered 
their names with the Secretary: 


Abrahams, Robert, President Board of Managers Manhattan State 
Hospital, Ward’s Island, New York, N. Y. 

Abrahams, Mrs. Robert, New York, N. Y. 

Abramson, Joseph L., Brooklyn Jewish Hospital, Brooklyn, N. Y. 


Alsberg, Miss Pauline R., Psychiatric Social Worker Mt. Sinai Hospital, 
New York, N. Y. 


Anderson, Mrs. V. V., Shrewsbury, New Jersey. 
Archibold, Jean M., M.D., Albany Hospital, Albany, N. Y. 
Archibold, John, M. D., Cohoes Hospital, Cohoes, N. Y. 


Armstrong, C. P., M. D., Psychologist Hillbourne Farms, Katonah, N. Y. 
Arnold, Miss Marguerite, New York, N. Y. 


Asch, Joseph T., M. D., Lennox Hill Hospital, New York, N. Y. 
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Ash, Mrs. Wm., Kings Park, N. Y. 

Ashley, Mrs. M. C., Wappingers Falls, N. Y. 

Atkinson, D. G. T., Manager Maryland State Hospital, Catonsville, Md. 

Atkinson, R. K., Secretary Department of Recreation Russell Sage Founda- 
tion, New York, N. Y. 

Bailey, Miss Harriet, Nurses Training School Dept. of Education, 
Albany, N. Y. 

Ballou, Mrs. Harry B., Mansfield, Conn. 

Barnett, C. C., M.D., Superintendent State Hospital for Colored Insane, 
Lakin, W. Va., 

Baron, A., M.D., Jewish Hospital, Philadelphia, Pa. 

Barrows, Franklin W., M.D., Assistant Medical Inspector State Depart- 
ment of Education, Albany, N. Y. 

Bartemeier, Leo Henry, M.D., Phipps Psychiatric Clinic, Baltimore, Md. 

Bass, Tom J., Abilene State Hospital, Abilene, Texas. 

Bassett, Miss Geraldine, Social Worker, Manhattan State Hospital, Ward’s 
Island, New York, N. Y. 

Bassoe, Peter, M. D., Presbyterian Hospital, Chicago, III, 

Bebb, Rose A., M. D., 20 Fifth Ave., New York, N. Y. 

Beling, Mrs. C. C., Newark, N. J. 

Bell, Mrs. J. H., Colony, Va. 

Berkley, G. C., M.D., St. Albans, Vt. 

Beutler, Mrs. W. F., Wauwatosa, Minn. 

Boisen, Anton T., Worcester State Hospital, Worcester, Mass. 

Boltz, Mrs. Oswald, Manhattan State Hospital, Ward’s Island, New 
York, N. Y. 

Bond, Mrs. Earl D., Philadelphia, Pa. 

Bonner, Mrs. C. A., Boston, Mass. 

Bonner, George, Chief Executive Officer Boston Psychopathic Hospital, 
Boston, Mass. 

Bonnyman, Douglas D., M.D., Middletown State Homeopathic Hospital, 
Middletown, N. Y. 

Bostwick, Mrs Lee G., East Orange, N. J. 

Both, Englehorn, Social Worker, 598 Madison Ave., New York, N. Y. 

Boevers, Miss Anna M., Baltimore, Md. 

Bowman, J. E., Bowman’s Sanatorium, Greenwich, Conn. 

Bruck, Michael, M.D., Assistant Physician Manhattan State Hospital, 
Ward’s Island New York,. N. Y. 

Brockett, Miss Elizabeth, Social Worker, Cornell Clinic, New York, N. Y. 

Brockhousen, F., Milwaukee County Inst., Milwaukee, Wis. 

Brockman, K. G., M. D., Kings Park, L. I. 

Brodie, Mrs. Robert B., New York, N. Y. 

Bruce, E., 100 W. 80th St., New York, N. Y. 

Bryan, Mrs. William, Worcester State Hospital, Worcester, Mass. 

Bryant, Mrs. R. H., Pineville, La. 

Buckley, Mrs. Albert C., Frankford, Philadelphia, Pa. 

Buhrman, E. Ray, M.D., State Hospital, Trenton, N. J. 
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Bullard, Dexter M., Chester Lodge Sanitarium, Rockville, Md. 

Bunker, Mrs. Henry, Ward’s Island, New York, N. Y. 

Burrow, Trigant, Johns Hopkins Hospital, Baltimore, Md. 

Bursin, Miss Louise L., State Hospital, Warren, Pa. 

Butler, Miss Clare W., Social Worker, New York, N. Y. 

Butterfield, Mrs. George K., Butler Hospital, Providence, R. I. 

Canfield, Andrew A., State Dept. of Architecture, Flatiron Bldg., New 
York, N. Y. 

Capron, Mrs. A. J., Glenmary Sanitarium, Owego, New York. 

Castner, Chas. W., M.D., Superintendent Wichita Falls State Hospital, 
Wichita Falls, Texas. 

Castro, H. R., M. D., Ward’s Island, New York, N. Y. 

Chandler, Mrs. C. L., Brooklyn State Hospital, Brooklyn, N. Y. 

Chapin, Mrs. Chas. P., Buffalo State Hospital, Buffalo, N. Y. 

Chapin, Chas. P., M. D., Buffalo State Hospital, Buffalo, N. Y. 

Christian, J. S., M.D., Superintendent State Hospital for Senile In- 
sane, Austin, Texas. 

Christian, Mrs. Laura A., Austin, Texas. 

Christie, H. M., M. D., Assistant Physician Vassar College, Poughkeepsie, 

Clark, Mary Augusta, Research Statistician, New York, N. Y. 

Clark, Miss Mildred H., Social Worker, Manhattan State Hospital, 
Ward’s Island, New York, N. Y. 

Clausen, Samuel W., University of Rochester, Rochester, N. Y. 

Clune, Miss Helen V., Principal School of Nursing, Brooklyn State 
Hospital, Brooklyn, N. Y. 

Cocke, Mrs. Edwin W., Bolivar, Tenn. 

Cohoon, Mrs. Elisha H., Medfield, Mass. 

Collier, Mrs. G. Kirby, Rochester, N. Y. 

Colyer, Miss Grace E., Brooklyn State Hospital, Brooklyn, N. Y. 

Copp, Mrs. Owen, 4401 Market St., Philadelphia, Pa. 

Coriat, Mrs. Isador H., Boston, Mass. 

Cowin, Miss Marion F., Psychologist Board of Education, New York, 
x. ¥. 

Crispell, Raymond S., Medical Director Salter’s Sanitarium, Kingston, 
N. J. 

Crompton, Mrs. Jean, Washington, D. C., 

Cromwell, Miss Grace V., Occupational Director State Hospital, Tren- 
ton, N. J. 

Crumplan, Mrs. William, Washington, D. C. 

Cure, M. D., Superintendent Weston State Hospital, Weston, W. Va. 

Currie, Mrs. T. J., Willard, N. Y. 

Curry, Mrs. Marcus A., Greystone Park, N. J. 

Curtis, Miss Hannah, Social Service Director, Dept. of Mental Disease, 
Boston, Mass. 


Daniels, George E., M.D., Assistant Physician Bloomingdale Hospital, 
White Plains, N. Y. 
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Davies, Stanley P., Executive Secretary New York State Commission on 
Mental Hygiene, New York, N. Y. 

Davis, Mrs. Thomas K., New York, N. Y. 

Dawson, William S., M. D., Phipps Clinic, Baltimore, Md. 

Decker, Miss Alice, Social Worker Cornell Clinic, New York. 

Derby, Mrs. Richard, Member National Crime Commission, Oyster Bay, 
| 

Devlin, Mrs. F. E., Westmont, Canada. 

Dolloff, Mrs. Charles H., Concord, N. H. 

Don, Miss Viola, Church of all Nations, New York, N. Y. 

Douglass, Miss Harriet W., Lecturer on Public Health, Brooklyn, N. Y. 

Dunham, Miss Louise, Buffalo, N. Y. 

Dunham, Mrs. S. A., Buffalo, N. Y. 

Dunton, Henry H., Catonsville, Md. 

Durgin, Dehner D., M.D., Central Islip State Hosepital, Central Islip, 
N. Y. 

Dwoogan, H. J. M.D., Assistant Physician Manhattan State Hospital, 
New York, N. Y. 

Eckstrom, Anne-Marie, Occupational Therapist Stamford Hall, Stamford, 
Conn. 

Elliott, Blanch, M.D., Assistant Manhattan State Hospital, New York, 
N. Y. 

Elliott, Mrs. Robert M., Willard State Hospital, Willard, N. Y. 

Ellis, William J., Commissioner State House, New Jersey. 

Englander, Mrs. Charles, Essex County Hospital, Cedar Grove, N. J. 

Escher, Miss Helen, New York School of Social Work, New York, N. Y. 

Evans, Mrs. E. E., Huntington State Hospital, Huntington, W. Va. 

Extrom, Miss Anna Marie, Director Occupational Therapy, Stamford 
Hall, Stamford, Conn. 

Farnam, Mrs. Frank W., Binghamton State Hospital, Binghamton, N. Y. 

Farrington, Lewis M., State Hospital Commission, Albany, N. Y. 

Farrington, Mrs. Lewis M., Albany, N. Y. 

Favont, Miss Mary E., McLean Hospital, Waverley, Mass. 

Ferguson, C. M., Cleveland, Ohio. 

Fiertz, Chas. A., M.D., Psychiatric Institute, Ward’s Island, New York, 
x. ¥. 
Fisher, Mrs. T. A., Buffalo, N. Y. 

Foster, Robert J., Broklyn, N. Y. 

Foster, Samsen G., M.D., Brooklyn, N. Y. 

Forster, Mrs. J. M., Whitby, Ont., Canada. | 

Fouts, Miss Anna Belle, Occupational Therapist U. S. Veterans Hos- 
pital, Bronx, N. Y. 

Fox, Miss Edna J., Psychologist, St. Vincent’s Hospital, New York, N. Y. 

Frank, Mrs. Julius, St. Lawrence State Hospital, Ogdensburg, N. Y. 

Frasier, J. Donald, New York, N. Y. 


French, Thomas M., M. D., Bloomingdale Hospital, White Plains, N. Y. 


Fripin, Daniel P., M.D., Bridgeport Hospital, Bridgeport, Conn. 
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French, Ursula G., M. D., Bloomingdale Hospital, White Plains, N. Y. 

Fry, George C., New York, N. Y. 

Furman, Mrs. I. J., Manhattan State Hospital, Ward’s Island, New 
York, N. Y. 

Gannaway, C. R., M. D., Kings Park State Hospital, Kings Park, N. Y. 

Garrison, Mrs. Philip McK., Board of Managers, Greystone Park, N. J. 

Garvin, Mrs. W. C., Binghamton, N. Y. 

Geis, Miss Edna, Technician Dept. of Neurology, Columbia University, 
New York, N. Y. 

Gjessing, R., M.D., Dikemark Mental Hospital of Osla, Norway. 

Globus, Albert, M.D., Manhattan State Hospital, New York, N. Y. 

Goldenweiser, Miss Anna Hallow, New York, N. Y. 

Goldsmith, Miss Elizabeth, Bureau of Children’s Guidance, New York, 

Goodale, Mrs. Mary S., St. Lawrence State Hospital, Ogdensburg, N. Y. 

Gray, Miss Mary E., Brooklyn St. Hospital, Brooklyn, N. Y. 

Green, Mrs. E. M., Harrisburg State Hospital, Harrisburg, Pa. 

Griswold, Miss Jane B., Social Worker Department of Child Guidance, 
Newark Public Schools, Newark, N. J. 

Grover, Mrs. M.D., Harlem Valley State Hospital, Wingdale, N. Y. 

Gudernatsch, J. V., M.D., New York, N. Y. 

Guthrie, Mrs. L. V., Huntington State Hospital, Huntington, W. Va. 

Guthwaite, Leonard, Laura Spellman Rockefeller Memorial, New York, 
BY. 

Haines, Mrs. Thomas H., Montclair, New Jersey. 

Hamilton, Mrs. Samuel W., Bloomingdale Hospital, White Plains, N. Y. 

Hammers, Mrs. James S., Mayview, Pa. 

Hanes, Mrs. Edward L., Rochester, N. Y. 

Haskell, Robert H., M.D., Superintendent Wayne Co. Training School, 
Northville, Mich. 

Haskell, Mrs. Robert H., Northville, Mich. 

Haviland, Mrs. C. Floyd, Albany, N. Y. 

Haviland, N. H., M.D., Fulton, N. Y. 

Haviland, Mrs. N. H., Fulton, N. Y. 

Haviland, Mrs. Ross, Brooklyn State Hospital, Brooklyn, N. Y. 

Healy, M. J., Stamford Hall, Stamford, Conn. 

Healy, Mrs. M. J., Stamford Hall, Stamford, Conn. 

Hebermann, Miss Bessie, New York, N. Y. 

Heilman, John R., Brooklyn State Hospital, Brooklyn, N. Y. 

Heilman, Mrs. John R., Brooklyn State Hospital, Brooklyn, N. Y. 

Hennesey, James F., M. D., Stamford Hall, Stamford, Conn. 

Hens, James S., M. D., Lenox Hill Hospital, New York, N. Y. 

Hesler, Mrs. H. G., Havana, Cuba. 

Hewitt, Mrs. Geo. D., Member of Board of Managers St. Lawrence State 
Hospital, Carthage, N. Y. 

Hicks, Mrs. E. E., Manager Central Islip State Hospital, Central Islip, 
N. Y. 
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Higgins, Frederick A., Harlem Valley State Hospital, Wingdale, N. Y. 

Hilburg, E. S., M.D., Senior Assistant Physician, Manhattan State 
Hospital, Ward’s Island, New York, N. Y. 

Hinding, Mrs. D. Percy, Washington, D. C., 

Hinsie, Mrs. L. E., American Red Cross Social Worker, Ward’s Island, 
New York, N. Y. 

Hoag, D. E., New York University, New York, N. Y. 

Hogan, M. I., Kings Park State Hospital, Kings Park, N. Y. 

Hogan, T. G., M. D., Brooklyn State Hospital, Brooklyn, N. Y. 

Holb, Mrs. T. B., Secretary Dept. State Institutions, Nashville, Tenn. 

Hoover, Miss Olive Mae, Field Agent New York State Commission for 
Mental Defectives, Flatiron Bldg., New York, N. Y. 

Horger, Mrs. E. L., Columbia, S. C. 

Horn, Stanley, M.D., Manhattan State Hospital, Ward’s Island, New 
York, N. Y. 

Houston, John A., Jr., State Hospital, Northampton, Mass. 

Hutchins, Walter L., Assistant Secretary Hospital Commission of New 
York State, Albany, N. Y. 

Hutchings, R. H. Jr., M. D., Senior Assistant Physician Utica State Hos- 
pital, Utica, N. Y. 

Hutchinson, Mrs. H. A., The Dixmont Hospital, Dixmont, Pa. 

Jaamey, Joseph H., M.D., U. S. Veterans Bureau, Staten Island, New 
York, N. Y. 

Jarvis, Mary E., M.D., Hotel Roosevelt, New York, N. Y. 

Jarvis, Nathan S., M. D., New York, N. Y. 

Johnson, W. J., M.D., Superintendent San Antonio State Hospital, San 
Antonio, Texas. 

Johnson, Mrs. W. J., San Antonio, Texas. 

Jones, Sullivan W., The Capitol, Albany, N. Y. 

Jordan, Mrs. M. M., Worcester, Mass. 

Kappler, Miss Louise, Mental Hygiene Worker, New York, N. Y. 

Kelman, Sarah R., M.D., Assistant Physician, Manhattan State Hos- 
pital, Ward’s Island, New York, N. Y. 

Kemp, Minta P., M.D., Assistant Physician Friends Hospital, Philadel- 
phia, Pa. 

Kempman, M. Ralph, M. D., Manhattan State Hospital, Ward’s Island, 
New York, N. Y. 

Kerby, F. E., Brooklyn, N. Y. 

Kerby, Mrs. F. E., Brooklyn, N. Y. 

Kidner, T. B., President American Occupational Therapy Association, 
New York, N. Y. 

Kieb, Mrs. Raymond F., Matteawan State Hospital, Beacon, N. Y. 

Kilbourne, Mrs. Arthur F., Rochester, Minn. 

Kimberly, Charles H., M.D., Manhattan State Hospital, Ward’s Island, 
New York, N. Y. 

Kindred, Mrs. J. J., Astoria, L. I. 
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King, S. Stanley, M.D., Psychiatrist Bureau Children’s Guidance, New 
Rochelle, N. Y. 


Kirby, Mrs. Geo. W., Psychiatric Institute, Ward’s Island, New York, 
N. Y. 


Klein, Sidney, M. D., Vanderbilt Clinic, New York. 
Kline, Mrs. Geo. M., Beverly, Mass. 
Kopeloff, Nicholas, Psychiatric Institute, Ward’s Island, New York, N. Y. 
Kubitschek, P. E., Pennsylvania Hospital, 4401 Market St., Philadelphia, 
Pa: 
Latter, Miss Sadie G., New York School of Social Work, New York. 


Laughlin, Miss Genevieve, S. Indiana Hospital for Insane, Evansville, Ind. 
Laupman, I., New York, N. Y. 


Levin, Bertram D., New York, N. Y. 


Levin, I. H., M.D., Assistant Visiting Neurologist Brooklyn Jewish 
Hospital, Brooklyn, N. Y. 


Levin, Mrs. I. H., Brooklyn, N. Y. 


Levy, Estelle, Director of Mental Hygiene Department Jewish Social 
Service Association, New York, N. Y. 


Lewald, Mrs. Alice W., Missouri Society for Mental Hygiene, St. 
Louis, Mo. 


Lindsay, Miss Evelyn, Stamford Hall, Stamford, Conn. 
Lindsay, Mrs. W. B., National Committee for Mental Hygiene, New 
York, N. Y. 


Little, C. S., M.D., Superintendent Letchworth Village, Thiells, New 
York. 


Llesinger, Mrs. Anthony, Branch Director Leward Park Guidance Bureau, 
New York, N. Y. 

Loudon, Miss Anne L., New York, N. Y. 

Loudon, L. S., U. S. Veterans Hospital No. 81, New York, N. Y. 

Lovergan, Mrs. M. P., Manhattan State Hospital, Ward’s Island, New 
York, N. Y. 

Lurie, Mrs. L. A., Cincinnati, Ohio. 


Lussier, Arthur, M.D., Assistant Physician, Matteawan State Hospital, 
Beacon, N. Y. 


McCullough, Mrs. F. F., Huntington, W. Va. 

McClung, Mrs. W. D., Spencer State Hospital, Spencer, W. Va. 

McFadden, Paul Wm., Stamford Hall, Stamford, Conn. 

McGarr, T. E., Treasurer New York State Hospitals, Albany, N. Y. 

McNeill, John Francis, M. D., First Assistant Physician, Matteawan State 
Hospital, Beacon, N. Y. 

McPeek, Miss Gladys, Hartley Settlement House, New York, N. Y. 

McGaffin, Mrs. C. G., New York, N. Y. 

MacManees, Mrs. L. B., New York, N. Y. 

Maeder, Leroy M. A., M.D., Acting Medical Director Penna. Mental 
Hygiene Committee, Philadelphia, Pa. 


Malumud, Wm., M. D., Resident Neurologist Mount Sinai Hospital, New 
York, N. Y. 
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Malone, Miss Margaret M., New Jersey State Hospital, Greystone 
Park, N. J. 
Marshall, Clyde S., M.D., Rockefeller Foundation, New York, N. Y. 
Martin, Miss A. L., Bureau of Child Study, Board of Education, Roches- 
ter, N. Y. 
Massopust, Miss A. J., Director Social Service, Manhattan State Hos- 
pital, Ward’s Island, New York, N. Y. 
Mayer, Mrs. E. E., Pittsburgh, Pa. 
Mayer, M., Covington, Ind. 
Mayer, Mrs. M., Covington, !nd. 
Mayer, Miss Margaret, Covington, Ind. 
Maynard, Miss L. Anna., Stamford Hall, Stamford, Conn. 
Miller, Mrs. Henry W., Brewster, N. Y. 
Miller, Miss Marie, American Red Cross, New York County, N. Y. 
Millias, Mrs. Ward W., Rome, N. Y. 
Mills, Harriet May, Member State Hospital Commission, Syracuse, N. Y. 
Mills, Mrs. Y. W., Brooklyn, N. Y. 
Mitchell, Mrs. Harriet, Canadian National Committee of Mental Hygiene, 
Montreal, Quebec. 
Mitchell, Mrs. H. W., Warren State Hospital, Warren, Pa. 
Mogridge, Geo., M.D., Superintendent Institution for Feeble-minded 
Children, Glenwood, Iowa. 
Monmonier, J. Carroll, Catonsville, Md. 
Moodie, Miss Edith Strickland, Physical Director New Jersey State Hos- 
pital, Greystone Park, N. J. 
Moore, Mrs. Joseph W., Matteawan State Hospital, Beacon, N. Y. 
Mosely, Miss Elizabeth L., Social Worker, Foxborough State Hospital, 
Foxborough, Mass. 
Mulder, Mrs. J. D., Grand Rapids, Mich. 
Murdock, Mrs. J. M., Franklin, Pa. 
Neil, Chas., M.D., Omaha, Nebr. 
Newman, Inez Avery, Director Red Cross Service U. S. Veterans Hospital 
No. 62, Augusta, Ga. 
Normile, Thomas H., Research Engineer New York State Architects, 
Bronx, New York. 
O’Brien, Mrs. John F., Taunton, Mass. 
O’Hanlon, Mrs. George, Jersey City, N. J. 
Ordway, Miss Mabel D., Glenside Hospital, Boston, Mass. 
Ostrander, Mrs. Herman, Kalamazoo, Mich. 
Ostrander, Miss Jessie M., Kalamazoo, Mich. 
Packard, Mrs. F. H., McLean Hospital, Waverley, Mass. 
Parker, Mrs. Chas., Kings Park, New York. 
Parker, Miss Grace L., Gowanda Homeopathic Hospital, North Collins, 
N. H. 
Pasture, Yolanda de la, Westboro State Hospital, Westboro, Mass. 
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Patry, F. L., M. D., Assistant Physician, Marshall Sanitarium, Troy, N. Y. 

Patton, Isabella Mack, M. D., Medical Advisor Presbyterian Clinic Coun- 
cil, Shanghai, China. 

Pattrell, Mrs. Arthur E., Sheppard & Enoch Pratt Hospital, Towson, Md. 

Payne, Mrs. O. S., National Committee for Mental Hygiene, New 
York, N. Y. 

Peirce, Miss Elizabeth, Manhattan State Hospital, Ward’s Island, New 
York, N. Y. 

Perkins, Mrs. T. Jos., State Hospital, Jackson, La. 

Perry, Miss Doris E., Psychologist, Bridgeport Society for Mental Hy- 
giene, New York, N. Y. 

Phelps, Mrs. Katherine J., Rome State School, Rome, N. Y. 

Phillip, Mrs. A. W., Ward’s Island, New York, N. Y. 

Pierce, Miss May, New Orleans, La. 

Poindexter, H. T., St. Lukes Hospital, Kansas City, Mo. 

Pollock, Miss Dorothy A., Albany, N. Y. 

Pollock, Mrs. Horatio M., Albany, N. Y. 

Porter, M. Bruce, Rochester State Hospital, Rochester, N. Y. 

Price, Mrs. R. H., U. S. Veterans Hospital, Philadelphia, Pa. 

Proulx, Antonio, M.D., Assistant Physician, Mateawan State Hospital, 
Beacon, N. Y. 

Prout, Curtis T., M.D., Assistant Physician, Manhattan State Hospital, 
Ward's Island, New York, N. Y. 

Putman, Miss Mary L., Field Representative Occupational Therapy, De- 
partment Public Welfare, Harrisburg, Pa. 

Quin, George C., Milwaukee County Institution, Milwaukee, Wis. 

Racz, Frank, M.D., Manhattan State Hospital, Ward’s Island, New 
York, N. Y. 

Ragsdall, L. E., M.D., Superintendent Tenn. Home for Feeble-minded, 
Nashville, Tenn. 

Ragdall, Mrs. L. E., Nashville, Tenn. 

Randall, Miss Susie, Huntington State Hospital, Huntington, W. Va. 

Randolph, Mrs. N. A., New York, N. Y. 

Ranney, Mrs. J. H., Stamford Hall, Stamford, Conn. 

Rapp, Walter, Medfield State Hospital, Medfield, Mass. 

Raynor, Mrs. M. W., Kings Park, N. Y. 

Richmond, Frank C., Director Psychiatric Field, State Board of Control, 
Madison, Wis. 

Riley, John J., Inspector of State Hospital Commission, New York, N. Y. 

Riley, Henry A., New York, N. Y. 

Ripley, Mrs. H. G., Brattleboro Retreat, Brattleboro, Vt. 

Ringe, Miss Edna M., Manhattan State Hospital, Ward’s Island, New 
York, N. Y. 

Robertson, Miss Edith, Stamford Hall, Stamford, Conn. 

Robertson, Mrs. Frank W., New York, N. Y. 

Robeson, Miss Harriet A., Occupational Therapist, Kings Park State 
Hospital, Kings Park, N. Y. 


348 PROCEEDINGS OF SOCIETIES [Oct. 


Rogers, Miss Gertrude, Matteawan State Hospital, Beacon, N. Y. 

Ross, Mrs. L. F., Easthaven, Richmond, Ind. 

Ross, Miss Martha M., Wingdale, N. Y. 

Sagany, Miss Elizabeth B., Philadelphia Hospital for Contagious Dis- 
eases, Philadelphia, Pa. 

Sanford, Walter H., Pathologist Manhattan State Hospital, Ward’s Island, 
New York, N. Y. 

Saxon, William, New Rochelle, N. Y. 

Schley, Mrs. R. M., Buffalo, N. Y. 

Sears, Miss Mary, New York, N. Y. 

Selinsky, H., M. D., Resident Neurologist, Mt. Sinai Hospital, New York, 

Shaw, Arthur L., M. D., National Association for the Study of Epilepsy, 
Utica, N. Y. 

Sheehan, Mrs. Robert F., New York, N. Y. 

Shockley, Francis M., U. S. Veterans Bureau, New York, N. Y. 

Shorey, Mrs. R. C., Worcester, Mass. 

Silverman, Nathaniel E., Resident Neurologist, Montefive Hospital, Bronx, 
New York. 

Sinclair, Miss Helen C. S., New York, N. Y. 

Slade, Miss E., Dietitian Brooklyn State Hospital, Brooklyn, N. Y. 

Slagle, Mrs. Eleanor, Director of Occupational Therapy State Hospital 
Commission, New York, N. Y. 

Smith, Mrs. G. A., Central Islip State Hospital, Central Islip, N. Y. 

Smith, Mrs. Henry G., Essex County Hospital, Cedar Grove, N. J. 

Smith, Mrs. Newton, Kingston, N. Y. 

Smith, Mrs. R. E. Lee, Eastern State Hospital, Bearden, Tenn. 

Snifien, Stewart B., M. D., Bloomingdale Hospital, White Plains, N. Y. 

Sniffen, Mrs. Stewart B., White Plains, N. Y. 

Steele, S. S., Bloomingdale Hospital, White Plains, N. Y. 

Steinberg, Mignel, M. D., St. James Hospital, Newark, N. J. 

Steine, B. Z., M. D., Assistant Physician Manhattan State Hospital, Ward's 
Island, New York, N. Y. 

Steinmetz, Mrs. Margaret B., Women’s Prison Association, New York, 
WN. Y. 

Stern, M., Stamford, Conn. 

Stevens, Elmer A., Massachusetts Commission on Mental Diseases, Bos- 
ton, Mass. 

Stone, Miss Ruth, Georgia State Hospital, Milledgeville, Ga. 

Stone, Mrs. Ruth G., Trenton, N. J. 

Strausser, Geo. S., Field Consultant, National Committee on Mental Hy- 
giene, New York, N. Y. 

Streeter, F. D., M. D., Senior Assistant Physician, State Hospital, Central 
Islip, N. Y. 

Summer, Miss Mary C., Social Worker, Canaan, N. Y. 

Swint, Mrs. Roger C., Milledgeville, Ga. 

Taddiken, Mrs. Paul G., Ogdensburg, N. Y. 
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Taggart, Ralph C., Chief Engineer Department of Architecture, Albany, 
N. Y. 

Tarumianz, Mrs. M. A., Franhurst, Del. 

Teitelbaum, Michael Henry, M.D., Manhattan State Hospital, Ward's 
Island, New York, N. Y. 

Thomas, Coronal, Psychologist, Pennhurst State School, Pennhurst, Pa. 

Thompson, Mrs. Albert W., Brooklyn, N. Y. 

Thompson, Mrs. Chas. E., East Garden, Mass. 

Thompson, Clara M., M.D., Baltimore, Md. 

Thrush, Miss Carol, Psychiatric Worker Eieman Nursery, New York, 

Towle, Miss Charlotte, Kings College Club, New York, N. Y. 

Tranick, Miss Estelle, Milledgeville, Ga. 

Tunison, Emory H., Brooklyn, N. Y. 

Tuttle, Mrs. George T., Milton, Mass. 

Underhill, Miss Alfreda S., Stamford Hall, Stamford, Conn. 

Unger, Miss Regina, Technician, Columbia University, New York, N. Y. 

Vall de Wall, Willem, Field Representative Department of Welfare, 
Harrisburg, Pa. 

Van de Mark, Mrs. J. L., Rochester, N. Y. 

Vansom, Mrs. J. F., New York, N. Y. 

Vaux, Mrs. C. L., Central Islip, N. Y. 

Wadsworth, G. R. W., Director Research Division State Architecture 
Department, New York, N. Y. 

Wall, J. C., Manhattan State Hospital, Ward's Island, New York, N. Y. 

Weber, Miss Margaretta, Psychologist Board of Education, New York, 

Weddin, Miss A. M., New York, N. Y. 

Weeks, Mrs. David F., Skillman, N. J. 

West, Mrs. Julia C., Manhattan State Hospital, New York, N. Y. 

Wheeler, Miss Catherine F., New Jersey State Hospital, Greystone 
Park, N. J. 

Williams, John, M.D., Resident Physician, Bloomingdale State Hospital, 
Bloomingdale, N. Y. 

Wilson, Miss Susan C., Chief Occupational Therapist Brooklyn State 
Hospital, Brooklyn, N. Y. 

Wilson, Miss Anne S., Scarsdale, N. Y. 

Wiswall, Mrs. Anna C., Wiswall Sanitarium, Wellesley, Mass. 

Witzel, August E., Clinical Director Brooklyn State Hospital, Brook- 
lyn, N. Y. 

Witzel, Mrs. A. E., Brooklyn, N. Y. 

Wolff, Harold, Resident Neurologist, Bellevue Hospital, New York, N. Y. 

Wolfshon, Julian, M., Leland Stanford University, San Francisco, Calif. 

Wollesen, Miss Stella M., Occupational Therapist Central Islip, State 
Hospital, Central Islip, N. Y. 


Wong, Robert P. K., M.D., Foxborough State Hospital, Foxborough, 
Mass. 


23 


350 PROCEEDINGS OF SOCIETIES [Oct. 


Woodbury, Frank, Executive Secretary Committee on Lunacy of Penna., 
Philadelphia, Pa. 

Wright, Miss Lilly, New York, N. Y. 

Wuth, Otto, Phipps Clinic, Baltimore, Md. 

Wylie, Mrs. A. R. T., Inst. for Feeble-minded, Grafton, N. D. 

Wyse, W. P. E., Rosewood State Training School, Pikesville, Md. 

Yost, Miss Minnie, New York, N. Y. 

Zoglin, Miss Rosalind A., Research and Editoral Worker, Russian Public 
Health Service, New York, N. Y. 


WEDNESDAY MorNING SESSION. 
JUNE 9, 1926. 


The business session convened at 9.45 a. m., President Haviland 
presiding. 


PresipENT Havitanp.—The Association will please come to order. Owing 
to the fact that the report of the Council will embody a report from the 
Reorganization Committee and therefore contains matter that we would like 
to present to every possible member of the Association, we will defer that 
report until more members have entered the room. We will therefore 
proceed with the first order of business, that of the election of Fellows 
and Members. I believe ballots have been distributed and the Chair will 
entertain a motion respecting the names of those proposed for Fellowship. 


Dr. BrusoH.—I move the Secretary be empowered to cast a ballot for 
the list submitted for Fellowship, proposed in 1925. 


The motion was seconded and carried, and the ballot cast. 


PRESIDENT HaviILANp.—I declare the candidates for Fellowship whose 
names appear on the printed ballot elected. Next is the list of candidates for 
Membership as published in THE JourNAL oF PsycuHIatry and recommended 
for election at this meeting. 


Upon motion duly made and seconded, the Secretary was in- 
structed to cast a single ballot for the election of the printed list 
of candidates for Membership. 


PrESIDENT Havitanp.—I declare them elected. 

Now there are the names of one or two candidates proposed for Corre- 
sponding Membership, whose names have not been printed on the ballot, 
but whose names will be read: Dr. Silva of Brazil and Dr. Dahlstrom of 
Norway are proposed and recommended by the Council for election as 
Corresponding Members. 
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Upon motion duly made and seconded, the two nominations, 
that of Dr. Silva and Dr. Dahlstrom, were accepted and the gen- 
tlemen declared elected as Corresponding Members. 


PRESIDENT HAvILAND.—There is a list of names to be read by the 


Secretary of Members who have applied for transfer to Fellowship. The 
Secretary will read that list. 


Dr. Bond read the list of names and moved they be transferred 
to Fellowship as requested. The motion was seconded and car- 
ried and the names transferred. 


PRESIDENT HAvVILAND.—That concludes the election of Members. 


(The names of those elected to Fellowship and Membership 
appears in the report of the Council meeting presented at the 
Tuesday morning session. ) 


PresipENT Havitanp.—Under the heading of unfinished business, is there 
any matter any member of the Association wishes to bring to the attention 
of the Association at this time? I think there is nothing under the heading 
of unfinished business except that which will be covered in the report of the 
Council. I will now call for the report of the Council. 


Dr. Bond read the report of the Council and a letter from 


Dr. Potter, of the American Association for the Study of the 
Feeble- Minded. 


Report OF THE CounciL MEETING OF JUNE 8, 1926. 


Present were Drs. Haviland, English, Mitchell, Kirby, Swint, Kirk, Kline, 
Harris, Bond, Brush and Copp. 


The following letter was presented : 

“ June 7, 1926. 
“To the Committee on Reorganisation, The American Psychiatric 
Association: 

“ As Secretary of the American Association for the Study of the Feeble- 
Minded I am directed to make the following report to The American 
Psychiatric Association. 

“ At a meeting of the Council of the American Association for the Study 
of the Feeble-Minded held at Toronto, June 4, 1926, it was decided that 
inasmuch as the subject of mental deficiency embraces the fields of education, 
criminology, sociology, and psychology in addition to general medicine 
and psychiatry as well, and as the membership of the A. A. S. F. M. is made 
up in a large part by those interested and actively engaged in problems of 
education, sociology, criminology, and psychology, and that such members 
as well as the medical members attend and take an active part in the program 
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of the association, it was deemed inadvisable for the best interests of the 
American Association for the Study of the Feeble-Minded as well as for 
the advancement of the problem of the mentally deficient, to consider an 
amalgamation with The American Psychiatric Association at the present 
time. However, in order that the members of the American Association for 
the Study of the Feeble-Minded, many of whom are members of The Ameri- 
can Psychiatric Association as well, may conveniently attend the meetings of 
both associations, it was decided to hold the annual meeting of the Ameri- 
can Association for the Study of the Feeble-Minded on the Saturday, Sunday 
and Monday preceding The American Psychiatric Association meeting and 
at the same place as The American Psychiatric Association meeting whenever 
possible. 

“The Council extends a cordial invitation to the members of The Ameri- 
can Psychiatric Association to attend the session of the American Asso- 
ciation for the Study of the Feeble-Minded. In arranging the program an 
effort will be made to place the section on psychiatric and medical problems 
on the day immediately preceding the beginning session of The Ameri- 
can Psychiatric Association. 

“Very truly yours, 
H. W. Porter, Secretary-Treasurer.” 


It was moved, seconded and carried that such co-operation of this Asso- 
ciation as was proposed in the foregoing letter would be received with 
pleasure. 

Dr. Haviland reported conversations with the Secretary and President 
of the American Neurological Association and stated that a committee 
from that association had been appointed with power to confer with The 
American Psychiatric Association. 

After considerable discussion and after making several changes in the 
first draft of the proposed reorganization scheme, the Council recommended 
to the Association the adoption of the following paragraphs regarding 
committees : 

1. That the Committees on Nursing, Statistics, Legal Aspects of Psy- 
chiatry and Program shall consist of 10 members, of whom two shall be 
appointed each year for five-year terms. 

2. That the present Committees on Standards and Policies and on Ethics 
be continued and that Committees on Research and Publicity be appointed 
with a membership of five members each, one member to be appointed each 
year for a term of five years. 

3. That a Committee on Medical Service be appointed with 10 members, 
of whom two shall be appointed each year for a term of five years; that this 
committee shall have Sub-Committees on Occupational Therapy, and on 
other appropriate subjects. 

4. That a Committee on Arrangements be appointed each year for one 
year without limit as to numbers. 

5. That each year there shall be nominated by the Council from the Coun- 
cil an Executive Committee composed of five members who can meet to- 
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gether to discuss matters which originate between the annual meetings 
and with power to speak for the Association upon minor questions of 
policy which cannot be left till the next annual meeting. The President 
and Secretary shall be members of this committee. 

6. That each year a committee be appointed by the Council to act with 
a committee from the American Neurological Association with power to 
make recommendations as to programs, meeting places, and times of 
meeting of each organization as it may affect the other. 

The Council also recommended the adoption of the following four para- 
graphs referring to reorganization: 

1. That the Association be incorporated. 

2. That the annual dues be increased to $5 for Members and $10 for 
Fellows. 

3. That THe AMERICAN JoURNAL oF PsyCHIATRY be prepared to pub- 
lish in extra numbers if necessary the increased number of papers which 
may result from the inclusion of new sections. 

4. That the Executive Committee be instructed to preface a plan looking 
to the installation of a permanent lay Secretary and a permanent office for 
the Association where its records may be housed. 

The Council recommended that the third and fourth sets of recom- 
mendations known as Articles IV and V be proposed as amendments to 
the Constitution, to be printed and mailed to every member at least three 
months before the next annual meeting and to receive action at that meeting. 

The addition of the following article to the by-laws is recommended: 


ARTICLE IV. 


When another national society with interests similar to those of this 
Association shall express a wish for an organic union and when this union 
shall be acceptable to this Association the following plan shall be adopted: 

1. A section of The American Psychiatric Association shall be established 
and appropriately named. 

2. The medical members of the incoming society who are in good 
standing and so desire shall become Members or Fellows of The American 
Psychiatric Association. 

3. The lay members of the incoming society shall be placed on a separate 
list and invited to all meetings of the section. 

4. A section Chairman and Secretary shall be elected by the section. 
The Chairman by virtue of his office shall be an Honorary Vice-President of 
The American Psychiatric Association. 

5. The section shall always be represented on the Council and on the 
Program Committee. 

6. If funds are transferred to the Council of The American Psychiatric 
Association by the incoming society, the funds shall be devoted to purposes 
specified or for purposes in accord with the objects of the donating 
society. 

The addition of the following article is also recommended : 
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ARTICLE V. 


When any state or provincial psychiatric society or a psychiatric society 
representing a geographical division of the United States or British 
America shall signify a desire to become a district of The American Psy- 
chiatric Association and when this shall formally be accepted by this 
Association the following plan shall be adopted: 

1. The state or local district shall be subject to such regulations relating 
reorganization and management as may be made by The American Psychia- 
tric Association from time to time. 

2. No physician residing in the geographical district which this accepted 
society represents shall be elected to membership in The American Psy- 
chiatric Association unless he is a member of the local society. 

3. Local organizations shall be allowed to include members who are not 
eligible for membership in the Association and shall in general be allowed 
a wide latitude in their organization. 


PRESIDENT HaviLtanp.—I will first call for an expression of opinion on 
the report of the Council. What is your pleasure, without reference to 
the recommendations embodied in it? 


Upon motion duly made and seconded, the report of the Coun- 
cil was accepted as read. 


PrEsIDENT Haviranp.—We will now ask Dr. Kline to discuss further 
the recommended changes in organization. 


Dr. Kiine.—The recommendations of the Committee on Organization 
are divided into four groups: 

The first, that the Association be incorporated, that you remember was a 
recommendation of a former President, Dr. White, which has met with the 
approval of the Council. 


Upon motion duly made and seconded, the recommendation was 


adopted. 


Dr. Krine.—The second increases the dues from $4 to $5 for Members 
and from $7 to $10 for Fellows. 


Upon motion duly made and seconded, the recommendation was 
adopted. 


Dr. Kline read the third recommendation, “ That THE AMeRI- 
CAN JOURNAL oF PsyCHIATRY be prepared to publish extra num- 


bers, when it may appear necessary,” which upon motion duly 
made and seconded, was adopted. 


Dr. Kline read the fourth recommendation, “‘ That the Execu- 
tive Committee be instructed to prepare a plan looking to the in- 
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stallation of a permanent lay Secretary and an office for the Asso- 


ciation etc.,” which upon motion duly made and seconded was 
adopted. 


PreSIDENT HaviLanp.—We will now pass to the third set of proposed 
changes which do call for constitutional amendment and therefore all these 
recommended changes will have to lie over for one year. So in taking 
action this morning, all the Association is doing is bringing them before 
this body. It does not consummate that change. That will have to be done 
next year. If the Association desires, by voting affirmatively this morning, 
the changes about to be read will be laid over for a year’s consideration. 


Dr. Kline read the proposed changes in the by-laws. 


Dr. Kuine.—This set of recommendations were evolved as a result of 
the recommendations of a former President, Dr. White, in his presidential 
address. If these recommendations are approved, they will have to lie over 
for one year subject to the action of the next meeting. 

It was not clear to your committee at first whether there should be a 
congress of Associations interested in the various phases of psychiatry on 
the basis of Dr. White’s recommendation or whether there should be sections 
within the Association. The Committee on Reorganization recommended 
to the Council and this met with their approval, namely, that there be 
recommended changes in the constitution which provide the necessary 
machinery for the establishment within the Association of various sections. 
If this set of recommendations requiring constitutional changes is adopted, 
there may be various sections created within the Association by action 
of the Association itself. There has been some discussion which probably 
is known to you, that one national association might, through the action 
of that association affiliate with this Association and become a section of 
The American Psychiatric Association. As an example, if the Association 
for the Study of Epilepsy should join with us it would be made the 
Section on Epilepsy and it would elect its own Chairman and Secretary and 
the Chairman would become Honorary Vice-President of this Association. 
I do not think the recommendations of your Committee on Reorganization 
contemplated extending invitations to any Association to become sections 
of The American Psychiatric Association, but this does provide machinery 
if in the future there should be invitations or indications of that kind that 
these various associations allied to our own desire to become sections of 
this Association. 


PresIDENT HavitANnp.—Inasmuch as these proposed recommendations 
really hinge one upon the other, perhaps the Association would be willing to 
take action on the whole set of recommendations presented. 


Upon motion duly made and seconded, it was voted to adopt 
the proposed changes, 
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Dr. Kline read the fourth set of recommendations. 


Dr. Kiine.—These recommendations likewise provide machinery looking 
into the future which would permit of a relationship between local, state 
or district organizations whose interests are entirely psychiatric and would, 
it is believed, be of mutual benefit not only to The American Psychiatric 
Association, but likewise to the local, state, provincial or district organiza- 
tion. It would provide The American Psychiatric Association with rather 
definite information regarding candidates for admission to this Association, 
with the stamp of approval of the local association and puts the stamp of 
the local association on such applications. It likewise would provide sec- 
tional meetings oftener than the meetings of The American Psychiatric 
Association in which members of this Association and members of the local 
organization could take a more active part than they are at the present time. 
Many of the members of this Association are staff members of state and 
provincial institutions who are unable to attend these meetings each year. 
This perhaps would go a long way toward stimulating the interest in psy- 
chiatry in the various sections of the country. It is true there are very 
few such state or district organizations at the present time but it does 
permit of the establishment of these state organizations with some relation 
to this Association and would not require changes in the constitution later on 
to provide the necessary machinery. 


PRESIDENT HAviLAND.—Again this set of recommendations seems to de- 
pend one upon the other. Is the Association willing to take action upon 
the whole set of recommendations with respect to identification of societies 
representing districts? 


Upon motion duly made and seconded, the recommendations 
were adopted. 


PRESIDENT HaAvitanp.—The Council has nothing further to report. I 
will now announce the appointment of the Committee on Resolutions: 
Dr. E. Stanley Abbot of Boston, Dr. H. W. Mitchell and also Dr. Ross Chap- 
man of Maryland. 


The report of the Nominating Committee is now in order, Dr. Brush, 
Chairman. 


Dr. Brusu.—Mr. President and Gentlemen: The Nominating Committee 
begs leave to present the following nominations: 

For President, Dr. George M. Kline, Boston. 

For Vice-President, Dr. Adolf Meyer, Baltimore. 

For Secretary-Treasurer, Dr. Earl D. Bond, Philadelphia. 

Councillors (for three years): Dr. C. Floyd Haviland, New York, 
Dr. Arnold L. Jacoby, Detroit; Dr. A. W. Guest, Jamestown, N. D.; 
Dr. L. Vernon Briggs, Boston. 
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Councillor (for one year) (vice Dr. Walter G. Ryon, deceased) : 
Dr. Arthur W. Harrington, Howard, R. I. 


Auditor (for three years): Dr. Frank W. Robertson, Stamford, Conn. 
IsHaM G. Harris, 
C. B. Burr, 
Epwarp N. Brusu, Chairman. 


It was regularly moved and seconded that the report of the 


Nominating Committee be accepted and the candidates named be 
declared elected. 


The motion was carried and the candidates declared elected. 


PRESIDENT HAvILAND.—Are the auditors ready to report? 


Dr. Guthrie presented the report of the Auditing Committee 


which, upon motion duly made and seconded, was accepted and 
adopted. 


June 9, 1926. 
Mr. President, we hereby certify that we have examined the books and 
vouchers submitted by the Secretary-Treasurer including the publisher of 
Tue AMERICAN JOURNAL OF PsycHIaATry and have compared their accounts 
with their reports submitted to the Association and find that the same are 
correct as submitted. 
L. V. Gurnee, 
Epwarp RyAn, 
I. G. Harris, 
Auditors. 


PRESIDENT HAvILAND.—I will now call for the report of the Committee 
on Occupational Therapy by its Chairman, Dr. Dunton. 


Dr. Dunton read the report of the Committee on Occupational 
Therapy. 


REPORT OF THE COMMITTEE ON OCCUPATIONAL THERAPY. 


Soon after its organization your committee agreed that an appeal should 
be made to hospital superintendents, and others holding responsible posi- 
tions, that they should stimulate those working in occupational therapy 
to undertake research in the subject. It is believed that, even though its 
value is well recognized empirically, much must be done to place occu- 
pational therapy upon a scientific basis. There must be much observation 
and many facts must be collected. In order to stimulate this a note was 
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printed, by courtesy of Dr. Edward N. Brush, in THe AMERICAN JOURNAL OF 
PsyCHIATRY, suggesting several subjects for research. These were: 

Is there any definite relationship between the recovery rate and occupa- 
tional therapy ? 

Is there a shortening of the period of care of recovered cases which may 
be traced directly to occupational therapy? 

Is there any one occupation which pre-eminently stimulates the patient’s 
interest ? 

Is there any relation between the stimulation of interest and patient's 
psychosis? Or of his personality? Or previous training or experiences? 

Naturally there are many other questions upon which information is 
desirable. For example, the appeal of masculine and feminine crafts. 
This interesting phase necessarily brings up the history of crafts and 
their ethnological distribution. It is necessarily a rather complex ques- 
tion, but it is believed that if record is kept of the crafts selected or 
preferred by patients with different types of personalities that valuable 
additions will be made to our knowledge. 

The history of the local development of occupational therapy has been 
interestingly traced by Dr. Bond at the Pennsylvania Hospital and by 
Mr. Haas at Bloomingdale. It is believed that similar studies made at the 
older state hospitals will be of value. 

The economic side must not be neglected. Dr. W. W. Richardson has 
told of the cost of occupational therapy in a sanitarium, the Chairman of 
this committee has in course of publication the costs of individual occu- 
pations or crafts in an incorporated hospital. Mr. Haas has made similar 
studies which will be published in the next number of Occupational Therapy 
and Rehabilitation. These researches and similar ones are of value. Yet no 
accurate deductions may be drawn until more of such facts have been 
accumulated. This committee knows of no investigations which have been 
made upon the “overhead” costs of occupational therapy or any other 
forms of treatment or care, and it would seem that such would be of 
value in a broad consideration of the care of patients. 

Installation cost, maintenance cost, and overhead cost will naturally be 
the subject of inquiry of boards of managers and superintendents who have 
not yet installed occupational therapy in their hospitals, and we should 
be able to answer these. It will not require a great deal of time or labor 
on the part of assistant physicians or occupational therapists to complete 
such researches, but the stimulus and assistance must come from their 
superior officers, the superintendents. 


THE QUESTIONNAIRE, 


At varying intervals this committee has sent out questionnaires, the first, 
it is believed, in 1914. These in a measure have served to mark the progress 
or spread of occupational therapy. The last was mailed some time before 
this meeting to 125 state hospitals, of whom 44 have responded. This com- 
mittee is obliged to the respondents for their cooperation. From their 
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replies we learn that the salaries paid to chief occupational therapists range 
from $720 to $2400. Occupational therapists receive from $600 to $1200. 
Assistants receive from $360 to $1200. 

The number occupied in special classes range from 7 to 50 per cent of 
the population. From 8.1 to 70 per cent of the same participate in industries. 
From 14 to 72 per cent are unemployable. Acute cases form from 1 to 45 
per cent of the population. 

Special record forms are kept in a majority of hospitals reporting. 

The percentage of articles retained for hospital use varies from “ nearly 
all” to “ very small” or when expressed in figures from 100 to 10 per cent. 

The majority of institutions purchase materials from a revolving fund 
or from the receipts of sales, but probably 15 per cent have no special funds. 

Recreation and physical exercises are a part of the occupational therapy 
program in probably 75 per cent. 

Habit training forms no part in about 30 per cent. 

The number engaging in pre-industrial training is surprising, but it is 
probable that a rather loose interpretation of the term has been made in 
many instances. 

From the replies received it would appear that the New York state hos- 
pitals have occupational therapy better organized than any other system. 


THE EXHIBIT. 


It was the opinion of the committee that on account of the high cost for 
space and other necessaries the exhibit should be omitted, but by the efforts 
of the local committees and the courtesy of the Waldorf-Astoria management 
many obstacles were overcome with gratifying results. Exhibits, as a rule, 
are stimulating to a few if not to all, and in many instances have given 
inspiration for an improvement in this form of treatment. 


RECOM MENDATIONS. 


It seems almost unnecessary to recommend that this committee be con- 
tinued. It has been in existence sufficiently long to have claim to be con- 
sidered as a standing committee. 

It is the opinion of your committee that it should be continued even 
though there may be changes in its personnel. It should serve as a clearing- 
house for information upon the subject and also act as a liaison corps for the 
American Occupational Therapy Association, passing on to that body 
the special knowledge it may gather in order to insure a wider dissemination, 
to make that special body the custodian of information, and to serve also 
as consultants in this special branch. 

Your committee would also recommend that some provision be made 
for prescribing occupational therapy in connection with the out-patient 
clinics which are maintained by state and other hospitals. The value of 
this procedure has been demonstrated and it has also been shown that the 
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cost may be trifling compared to the good accomplished, as one of us, 
Dr. Oberndorf, has proved. 


Respectfully submitted, 
Dunrton, Jr. Chairman. 


Upon motion duly made and seconded, the report of the Com- 
mittee on Occupational Therapy was adopted and the recommen- 
dations referred to the Council. 


PRESIDENT HaviLtaAnp.—We will now pass to the scientific section. The 
scientific session, as you will note, is on administration. The first paper 
is “The Care of Tuberculosis Patients in Mental Hospitals,” by Dr. 
Henry I. Klopp, of Allentown, Pa. 


Dr. Klopp presented his prepared paper, which was discussed 
by Drs. Englander, Harrington, Mr. Kidner, Drs. Kirk, Hoffman, 
and in closing Dr. Klopp. 


PresipeENT Havitanp.—I find that we are falling behind the schedule and 
I regret I am obliged to remind the readers of papers it will now be neces- 
sary to impose the limit of 15 minutes for presentation very strictly and 
the time for discussion to three minutes. 

The next paper is entitled “ Program of the Toronto Psychiatric Hospital,” 
to be presented by Clarence B. Farrar. 


Dr. Farrar presented his paper. 


PreswweENT Haviranp.—Dr. Farrar’s paper is now open for discussion. 
Any discussion? If not, we will pass on to the next paper entitled “ Music 
as a Therapeutic Aid in a Hospital for Mental Diseases,” by Dr. Arthur H., 
Harrington, of Howard, R. I. 


Dr. Harrington presented his prepared paper, which was dis- 
cussed by Drs, Klopp, Ostrander and Dr. Harrington in closing. 


PrESIDENT HAvILAND.—The next paper is to be presented by Willem 
Van de Wall, on the topic of “A Systematic Music Program for Mental 
Hospitals.” 


Mr. Van de Wall presented his prepared paper, which was dis- 
cussed by Drs. Harrington and Klopp. 
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WEDNESDAY AFTERNOON SESSION. 
JUNE 9, 1926. 


The business meeting convened at 2.15 p. m., Dr. Haviland 
presiding, 


PRESIDENT HAviLanp.—The Association will please come to order. The 
first order of business this afternoon will be the report of the Committee on 
Pathological Investigation which will be presented by the Chairman of the 
committee, Dr. Louis Casamajor, of New York. 


Dr. Casamajor read his report. 
REPORT OF THE COMMITTEE ON PATHOLOGICAL INVESTIGATION. 


Your committee feels keenly the handicap under which it has labored, 
due to the fact that its members are scattered all over the country, which 
has made committee meetings impossible. Were such a committee able to 
get together and discuss their subject, undoubtedly more of progress could 
be reported. 

We feel that pathological investigation in mental disease is a subject of 
sufficient importance to warrant more stress being laid on it. Psychiatric 
thought, like all scientific thought, tends to swing back and forth in its 
development. The tendency of late years has been away from morphology 
and brain pathology. We believe that the turn has now been made for the 
swing back again. The growing interest in biochemistry and infection is 
leading the way back to the brain as the organ of the psychological. 

In preparation for the return of pathology we feel the pathologists should 
clean house. Surely we can never again attempt to repeat the sterile work 
of the past which did so much to entice thinking psychiatrists away from 
morphology. Much that is now in the record must be checked up and that 
which may be discredited must be discarded. The excellent work of Dr. 
Dunlop on the cortex in dementia precox, presented at the last meeting 
of the Association for Research in Nervous and Mental Diseases, is of the 
sort we need and should be carried from the point where he so suddenly 
dropped it. Newer staining methods, such as those of the Spanish school, 
should be more intensively employed to bring our knowledge of neuroglia 
structure and function more nearly in line with clinical experience. More- 
over we hope that structure alone, without regard to its function, will never 
again be the basis for studies. Thus, pathology may arise again, from the 
ashes of a sterile past, to the importance it deserves in the development of 
a dynamic structure-function pathology which may lead to a real under- 
standing of the brain. 


Present Haviranp.—In accepting the report of the Committee on 
Pathological Investigation, I would like to take this opportunity to call 
special attention to the exhibit the committee has arranged and especially 
would I call attention to the exhibit on comparative nervous material. It 
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is an exhibit of rare excellence and one which I doubt if very many mem- 
bers of the Association have had opportunity to see elsewhere. 


The next report to be presented is the report of the Committee on Stand- 
ards and Policies, Dr. English. 


Dr. English presented the report of the Committee on Standards 
and Policies. 


REPORT OF THE COMMITTEE ON STANDARDS AND POLICIES. 


The Committee on Standards and Policies is unable to report advancement 
of the standardization project presented in its previous reports. It was 
advised, soon after the meeting last year, that the proposed reoganization of 
the Association and the employment of a paid Secretary should be first 
accomplished. As the plan presented by the committee would require that 
paid service should be arranged for, the delay suggested seemed to it to 
be necessary and wise. 

Requests have been received during the year from this country and 
Canada for copies of the report of last year, in some instances for several 
copies to one address. It was not possible to comply with these requests 
as all the copies printed had been distributed at the meeting. They seemed 
to indicate that the report has, probably, been found useful, and that further 
efforts along the same lines by the Association would be desirable. 

For the purpose of again directing attention to some of the conditions 
ascertained by the inquiries made by the committee, charts have been pre- 
pared and may be found in the Association exhibit. It seems advisable 
again to refer to the inequalities in standards that were clearly not always 
dependent upon varying economic and political conditions in different parts 
of the country, or upon the per capita expenditure. These would seem 
to be within the control of the hospital authorities, and it is hoped that 
the schedule of minimum standards approved by the Association last year 
may have been of some assistance. The committee believes that by means 
of a moderate expenditure much more could be accomplished by the Asso- 
ciation, in furnishing support to its members, in informing and guiding 
the public authorities, and in carrying on a practical constructive program 
for the advancement of the study, treatment and prevention of mental 
disorders. 

W. L. Russet, 

W. M. Encuisx, 

G. H. Kuirsy, 

C. Macrire CAMPBELL, 

S. T. Orton, 
Committee. 


PresiweENT Havitanp.—This report of the Committee on Standards and 
Policies requires no action at this time and will be accepted and received 
as part of the proceedings. 
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Scientific papers were then taken up. 


PRESIDENT HaviLtanp.—The first paper will be the paper deferred from 
the morning session, “A Preliminary Report of an Attempt to Feed Patients 
in a Cafeteria,” by Dr. William Bryan, of Worcester. 


Dr. Bryan presented his prepared paper, which was discussed 
by Drs. Ostrander, Kidner, Foster and Bryan in closing. 


PresIDENT HavILAND.—The next paper to be presented is “ Neuropsy- 
chiatric ad Disabled Wards of the United States Government—Their 
Present Status as to Hospitalization, Rehabilitation and Disability Compen- 
sation,” by Dr. John J. Kindred. 


Dr. Kindred presented his prepared paper, which was discussed 
by Drs. Kolb, Carlisle and Kindred in closing. 


PresIpENT HaviLanp.—The next paper to be presented is entitled “ The 
Constitutional Psychopath Inferior—A Menace to Society and a Suggestion 
for the Disposition of Such Individuals,’ by Dr. Robert H. Bryant, of 
Pineville, La. 


Dr. Bryant presented his prepared paper, which was discussed 
by Drs. Hutchings, Coriat, Sullivan, Stick, Schlopp, Brill and 
Dr. Bryant in closing. 

PRESIDENT HaviILAND.—The next paper to be presented is entitled “ Types 
of Therapeutic Response Observed in Malaria Treatment of General Pare- 
sis,” by Dr. George H. Kirby and Dr. Henry A. Bunker. 

This paper was presented by Dr. Bunker, and was illustrated by 
lantern slides. It was discussed by Drs. Levin, Delavan, Englander, 
Brown, Walker and Drs. Kirby and Bunker in closing. 


PRESIDENT HaviLanp.—The final paper on the program this afternoon is 
“A Dynamic Interpretation of Kretschmer’s Character Types,” by Dr. Coriat. 


Dr. Coriat presented his prepared paper, which was discussed 
by Drs. Brill and Mayer. 


WEDNESDAY EVENING SESSION. 
JUNE 9, 1926. 


The meeting convened at 8.30 p. m., President Haviland 
presiding. 


PresIpENT Havitanp.—The Association will please come to order. 
During the past year of this Association’s existence, we have been 
extremely fortunate in the quality and character of the annual addresses. 
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I doubt if any similar association has been privileged to listen to a series 
of addresses of more surpassing quality than we have been privileged to 
hear during the past years. It was therefore very essential, when this 
Association came to New York, that we maintain the high standard that 
had been previously set in this respect. That is the very thing that the 
New York membership has done in this instance. 

We are privileged this evening to hear a speaker who primarily comes 
from the educational world to enter the field of health. It is perhaps quite 
unnecessary for me to indicate the scope of Dr. Vincent's activities. They 
are familiar to you all. Dr. Vincent is Commanding Officer, the General-in- 
Chief of an army which is now spread over the world combating disease. 
There is not one here who is not familiar with the many triumphs that the 
Rockefeller Foundation has achieved in combating disease in all parts of 
the world. We know yellow fever is no longer the menace it once was. 
We know the hookworm is being tremendously attacked. We know these 
attacks are being carried on under the auspices of and through the resources 
of the Rockefeller Foundation of which Dr. Vincent is the President and 
Director. 

It is therefore a great privilege for me at this time to present to you 
Dr. George E. Vincent, President of the Rockefeller Foundation. 


The audience arose and applauded. 


Dr. George E. Vincent then delivered the annual address, after 
which the audience again rose and applauded. 


PresipeEntT Havitanp.—One of the teachings of psychiatry is to know 
one’s self. He is indeed a poor psychiatrist who has no fair knowlege of 
himself. I want to freely express my feeling of incapacity to characterize 
the address you have just heard. Despite Dr. Vincent’s insistence that he 
is a layman, I think it is quite clearly evident that he has learned one lesson 
which all good physicians seek to gain for themselves; that is, the lesson of 
making that which we administer to our patients palatable and likable. 
Dr. Vincent has given us information in one of the most attractive forms 
that it has been our privilege to enjoy in many a long year. 

I would like to also express the idea that Dr.. Vincent must be in very 
close contact indeed with present-day psychiatry. To-day psychiatry is ever 
increasing its wide reaches of interest. The interests which do not to-day 
present the psychiatric aspect are practically unknown. As a matter of fact, 
I think perhaps there is some doubt that psychiatry will continue to be 
regarded as a specialty. All specialties should have some psychiatric ele- 
ment, because after all every human being has a mind or part of a mind 
at least. 

Dr. Vincent, on behalf of this Association, I wish to express to you our 
profound appreciation for your presence and for the splendid address and 
the pleasure which you have given us. 

The Association will now stand adjourned. 


The meeting adjourned at 10 o’clock to attend the President’s 
reception in the ball-room. 
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TuHurRSDAY MorNING SESSION. 
JUNE I0, 1926. 


The business meeting convened at 10 a. m., President Haviland 
presiding. 


PRESIDENT HAvILAND.—The meeting will please be in order. 


We will first call for the report of the Council to be read by the Secre- 
tary, Dr. Bond. 


Dr. Bonp.—The Council met June 9 at 5 o'clock. There were present 
Drs. Swint, English, Kirk, Mitchell, Guthrie, Harris, Ryan, Kilbourne, 
Barrett, Burr, Haviland, Kline and Bond. The recommendations of the 
Occupational Therapy Committee which were referred to the Council 
were considered to be covered by the resolutions adopted by the Association 
yesterday, stabilizing the Committee on Medical Service. 

The Council recommended that the appropriation to the National Com- 
mittee for Mental Hygiene be increased to $500 for statistical work. 

The Council recommended that Cincinnati be chosen as the next annual 
meeting place, the time to be fixed by the Executive Committee, preferably 
in May. The Council then adjourned. 


PresipENT Havitanp.—You have heard the report of the Council. We 
will take up first the recommendation respecting the donation of $500 to the 
National Committee for Mental Hygiene for statistical work. What is 
your pleasure respecting that recommendation? 


Upon motion duly made and seconded, the recommendation 
respecting the donation of $500 to the National Committee for 
Mental Hygiene was approved. 


PRESIDENT HaviLanp.—The second recommendation is with respect to 
place of meeting next year. The Council recommends that the Association 
meet in Cincinnati, Ohio. 

Upon motion duly made and seconded, the recommendation of 
the Council was approved and adopted. 


PresIpENT HaviLanp.—We will have the report of the Committee on 
Nursing, Dr. Cohoon. 


Dr. Cohoon read the report of the Committee on Nursing. 


REporT OF THE COMMITTEE ON NURSING. 


A questionnaire was sent to all schools on the accredited list, and a 
further survey was conducted for the purpose of ascertaining if other 
schools could be placed on the accredited list. It was found that all schools 
on the accredited list had maintained their position. 
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The committee recommends that the Schools of Nursing located at the 
following hospitals be placed on the accredited list: 

Topeka State Hospital, Topeka, Kansas. 

The New Jersey State Hospital, Greystone Park, New Jersey. 

Essex County Hospital, Cedar Grove, New Jersey. 

Ontario Hospital, Hamilton, Ontario. 

Ontario Hospital, Cobourg, Ontario. 

Ontario Hospital, Mimico, Ontario. 

Ontario Hospital, London, Ontario. 

Arlington Training School, Arlington, Massachusetts. 

At the present time 61 Schools of Nursing are on the accredited list. 

Certificates for the accredited schools have been gotten out, and some of 
them already have been sent to the schools. On acount of unavoidable 
delay in obtaining signatures for the certificates, the greater number will 
not be mailed until June 14. 

The committee has received from E. J. Taylor, Associate Professor and 
Superintendent of Nurses of the Yale University School of Nursing, the 
minimum curriculum recommended by the League of Nursing Education. 
She suggested that this Association consider this as a basis for future 
standard curriculum for mental hospitals. 

We appreciate the ideals of this suggested curriculum and also the motives 
of Miss Taylor in bringing it to our attention. We do not feel, however, 
that any steps should be taken at this time to change the curriculum we 
have so recently adopted. Undoubtedly, this Association will add to or 
change the requirements of our curriculum as conditions and circumstances 
will from time to time indicate and warrant. 


Upon motion duly made and seconded, the report of the Com- 
mittee on Nursing was received and the recommendations adopted. 


PRESIDENT HaviLaAnp.—I will ask Dr. May to present the report of the 
Committee on Statistics of The American Psychiatric Association. 


Dr. May read the report of the Committee on Statistics. 


Report OF THE COMMITTEE ON STATISTICS 


To The American Psychiatric Association: 

Your Committee on Statistics presents herewith its annual report for 
the year. 

The most noteworthy development of the year in the field of institutional 
statistics has been the work of the Federal Census Bureau in making 
preparation for the annual collection of data from institutions for the 
insane, the feeble-minded, the epileptic and the delinquent. 

It will be recalled that at the meeting held in Richmond, Va., last year 
this Association went on record in favor of the annual collection of statistics 
in institutions for mental disease. The action of the Association was called 
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to the attention of Secretary Hoover of the Department of Commerce by 
President Haviland in a letter which strongly emphasized the value and 
need of up-to-date information concerning mental disease and the treat- 
ment of patients in institutions. Similar letters requesting the compilation 
of annual institutional statistics were sent to Secretary Hoover by the 
medical director of the National Committee for Mental Hygiene, the 
president of the American Statistical Association, the president of the 
American Prison Association, and the president of the American Institute 
of Criminal Law and Criminology. In response to these requests, Secre- 
tary Hoover expressed his hearty approval of the objects sought and 
requested the Director of the Census Bureau to confer with representatives 
of the above-named associations as to the methods to be adopted in com- 
piling the desired data. Accordingly, the latter called a conference in his 
office in Washington on April 28, 1926. At this conference, which was 
attended by three members of this Association and by representatives of 
several other organizations, a series of resolutions was passed setting forth 
the great need of yearly compilations of institutional data covering the 
entire United States, and urging that steps be taken to begin such com- 
pilation at the end of the current year. The resolutions adopted received 
the approval of the Director of the Census and preliminary steps are now 
being taken for the collection of data for the year 1926. 

The conference recognized the fact that the efforts of The American 
Psychiatric Association and the National Committee for Mental Hygiene, 
during the past nine years in the establishment of a system of uniform 
statistics in state hospitals throughout the country, had laid the foundation 
for and made practicable the collection of annual statistics from institu- 
tions for mental disease on a nation-wide basis. Without the preliminary 
work of these two organizations the work now contemplated by the Fed- 
eral Census Bureau would be almost impossible. 

In order that the annual institutional censuses may be successful it will 
be necessary for the superintendents of institutions to cooperate heartily 
with the Federal Census Bureau, and it is earnestly recommended that the 
members of this Association do all in their power to aid the Census 
Bureau in this work. 

For three years past the Association has made an annual appropriation 
to the National Committee for Mental Hygiene in recognition of its efforts 
in promoting the uniform statistical system. Your committee would rec- 
ommend that a like appropriation be granted for the coming year. 


PrESIDENT HaAviLanp.—The report on statistics requires no action ex- 
cept the individual action by the various hospitals in an effort to cooperate 
in this effort to secure more uniform and more accurate statistics. 


Scientific papers were then taken up. 


Present HaviLanp.—The first paper is by Dr. Adolf Meyer, of Balti- 
more, Md., “ The Catatonic Problem.” 
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Dr. Meyer presented his paper, which was discussed by 
Drs. Barrett, Amsden, Coriat and Meyer in closing. 


PRESIDENT HaAvILAND.—The next paper is, “ Studies of Myelinogeny in 
Relation to Behavior,’ by Dr. Louis Casamajor, co-author with Dr. 
Tilney of New York. 


Dr. Casamajor presented his paper, illustrated by slides and 
motion picture. 


PRESIDENT HaviLanp.—I don’t know what the decision of the Association 
will be as regards the alternative suggested by Dr. Casamajor. We know 
he has no fake gold mine. He has a genuine mine. He has gone to na- 
ture for the source of his information. I doubt if the unique and significant 
character of this paper will present the opportunity for much discussion 
but perhaps some members of the Association would like to ask Dr. Casa- 
major some questions. I will give opportunity for any questions any 
members may care to address to him. 


The paper was discussed by Drs. McCord and Sullivan and 
Dr. Cassamajor in closing. 


PrESIDENT HAvILAND.—The next paper on the program is the “ Report of 
Two Cases Illustrating the Combination of Schizophrenic and Affective 
Symptoms,” Dr. Campbell. 


Dr. Campbell presented his paper, which was discussed by 
Dr. Hutchings. 


TuHursDAY AFTERNOON SESSION. 
JUNE I0, 1926. 


The meeting convened at 1.30 p. m., President Haviland pre- 
siding. 


PreswenT Havitanp.—We will start the program by the presentation 
of the paper laid over from the morning session, “ The Determination of 


Mental Regression,” by Dr. G. V. N. Dearborn of the U. S. Veterans’ 
Hospital, No. 81, of the Bronx. 


Dr. Dearborn presented his paper, which was discussed by 
Dr. Cornell, Mrs. Moore and Dr. Brill. 


Presiwent Havitanp.—I note the Chairman of the Committee on Legal 
Aspects of Psychiatry, Dr. Menninger, is in the room and I will call for his 
report. 
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Dr. Menninger read the report of the Committee on Legal 
Aspects of Psychiatry and moved the adoption of the report and 
that it be referred to the Council for action. 


REPORT OF THE COMMITTEE ON LEGAL Aspects OF PSYCHIATRY. 


To the Members of The American Psychiatric Association: 

Your Committee on the Legal Aspects of Psychiatry made a preliminary 
report at the 81st annual meeting of the Association at Richmond, Vir- 
ginia, on May 15, 1925. That report was printed in full in THe AMERICAN 
JouRNAL oF Psycuiatry, Volume 5, No. 2, October, 1925, pages 306-311. 
Careful perusal of the report is recommended to the membership. 

The committee asked for a continuation, which was granted. It was 
decided to report in writing to the entire membership certain points of 
agreement and disagreement with regard to the various problems outlined 
in the questionnaire printed in the 1925 report. Members were then asked 
to indicate in writing their attitude toward the various points dealt with, 
mailing their comments to the committee. This enabled us to make in- 
dicated revisions in the final report, corresponding to the prevalent attitude 
and convictions of the majority of the members of the Association. This 
final amended report is now respectfully submitted. 

The committee felt that the problem assigned them was not merely one 
of what we as psychiatrists should recommend to the lawmakers in regard 
to bills regulating expert testimony. It seemed to us that our problem was 
one of reinterpreting to society the function and the objectives of the psy- 
chiatrist, particularly in so far as these concern the type of behavior which 
is technically and popularly regarded as criminal. The committee felt that 
it was exceedingly important to divert the attention of the public from the 
relatively minor issue of alienistics to the major issue of psychiatrics. 

In the practical application of psychiatry to problems of criminal law, 
the prevalent concepts of tradition and long usage conflict sharply with 
psychiatric attitudes. Popular theories of retribution and established methods 
of dealing with offenders almost entirely prevented a scientific envisagement 
of crime until recently when psychiatrists, in spite of their original limi- 
tation of field, discovered and demonstrated that types and trends of ab- 
normal psychology extended far out from the asylum into the court room, 
school and home. The psychiatrists found their experience and technique 
equally applicable to the irascible employee, the retarded school child, the 
persistent stealer, the compulsive drinker, the paranoid murderer, and the 
textbook cases of epilepsy, melancholia and schizophrenia. Face to face 
with the legal partitions of misbehavior into “insane” and “ criminal” 
psychiatrists now find themselves with no technical interest in these par- 
titions and no general agreement with them but with a driving concern in 
all the unpropitious trends of human character; with all acts, thoughts, 
emotions, instincts and adaptations, either socially or individually adverse. 
Some of these constitute committable “insanity,” some of them do not; 
but all of them are psychiatric problems. 
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The question of responsibility is constantly being raised and the psy- 
chiatrist is frequently asked to make definite statements regarding the 
responsibility of a particular subject. As White and Glueck have shown, 
however, the conception of responsibility is exceedingly vague. In a strictly 
legal sense it probably means the capacity to change one’s conduct in response 
to the direction of certain painful associations. Of course this is not the 
sense in which the public understands it or uses it. In the latter case it is 
merely an echo, the antiquated crystallization of primitive and infantile 
reactions known as talion law. Of course no scientist has a moment’s 
consideration for such emotionally determined policies or mystical concepts 
of atonement. There was a time when even inanimate objects were held to 
this kind of accountability. If a man tripped over a chair and injured himself, 
the chair was “ responsible,” and must be punished by being burned or broken. 
Until comparatively recent times animals were held responsible for injuries 
they committed; they were tried and convicted and formally sentenced. But 
ultimately inanimate things and animals came to be exempted from the ritual 
of responsibility, and slowly but progressively children, idiots, and finally 
most of the “insane” were likewise exempted. Various curious tests then 
had to be decided upon to determine the “ responsibility ” of persons suspected 
of “insanity” (or an “ irresponsible” “ insanity”). Once they were compared 
in appearance and conduct with wild beasts, later with the “ mentality” of a 
14-year-old child. This was actually the criterion of “ responsibility” ! Cur- 
rent even to-day in many states is the slightly less hoary “right or wrong” 
test, persisting in spite of common knowledge that people are actuated by 
various compulsions to do things they themselves regard as wrong in the 
most shameful sense. Psychiatrists realize that the capacity to feel remorse 
does not imply power to control conduct. 

The legal problem of responsibility evidently involves the philosophical 
problem of “ free-will.” Philosophy still debates the different issues of the 
question and science can hardly assume to give a final answer to them 
now. But the law stubbornly maintains that the question is closed. Accord- 
ing to the law, all persons of certain categories possess absolute freedom 
of will, and all persons of other categories possess none. Neither science 
nor philosophy can accept such a conclusion. 

The scientist then, realiy cannot answer as to legal “ responsibility,” 
and he does not wish to participate in the ritual of “ punishment.” (Several 
members of the committee emphasize our professional interest in observing 
how it gratifies the craving of the crowd for atonement through vicarious 
suffering.) For his patients the psychiatrist seeks, not retributive action, 
but diagnosis and scientific attempt at therapy. This, in a sense, is an 
“inhuman ” attitude, in that it is a departure from the instinctive mechanism 
that rules most of humanity; the clamor for vengeance is more “ human.” 
But treatment may sometimes be as painful as the sacrifice prescribed by 
the legal ritual. Opening a boil or setting a fracture may be painful, and 


the psychiatrist, too, may prescribe painful treatment, but it is never 
punishment (retributive). 
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The committee felt, therefore, that the bill covering the question of crimi- 
nal responsibility was a problem upon which there was at the present time 
insufficient information and insufficient general agreement. Most of the 
members of the committee felt that the word “ responsibility,” as well as 
the word “ insanity,” and other similar static concepts should be eliminated 
entirely and endeavor made to determine rather the capabilities and in- 
capabilities of the accused, or a specification of whether or not the mental 
status (disease, defect, trend, etc.) of the offender was likely to lead to 
neglect or danger to himself or to others. 

For this reason the proposal of the American Institute for Criminal Law 
and Criminology was not wholly approved. It was regarded as a good begin- 
ning step but it has two flaws, one of which is that it perpetuates the 
ambiguous and metaphysical term “responsibility”; the other is that it 
insists upon a particular state of mind without being able to define it. 
The committee has given careful attention to Sheldon Glueck’s excellent 
book on Mental Disease and the Criminal Law and recommends it to the 
study of all members as a presentation of the legal status of various 
problems involved, without particularly favoring the author’s specific rec- 
ommendations for legal reform. 

With regard to the burning question of expert testimony, the committee 
was in almost unanimous agreement that the recent Massachusetts laws 
offered the best practical technique so far presented. The committee is 
favorably impressed by all the Massachusetts laws. Various defects will no 
doubt appear; it is perhaps questionable whether sufficient examination is 
provided for and whether there is sufficient latitude for recommendations. 
Psychiatrists certainly do not wish to be limited to “ Yes” or “ No” reports, 
i. e., to specify whether or not a man should be sentenced. It is rather a 
question of how he should be handled, where he should be kept, or what he 
should be given to do. The problem of sufficient remuneration is another 
question involved to which the committee had no time to give. That these 
laws have faults is certain, but they represent an enormous step in advance, 
and they anticipate nearly all of the defects and faults of the present system 
of expert psychiatric testimony in criminal trials. Whatever the precise legal 
procedure adopted, the committee felt it imperative that all judges be author- 
ized (obliged) to request psychiatric advice, the examinations to be made 
conjointly, the reports to be made in writing, and the remuneration to be 
made from public funds. 

The committee unanimously favored an attempt to codify the commitment 
laws of the various states. “Insanity” has come to mean nothing but 
certifiability, i. ¢., the desirability of enforced hospitalization. It seems quite 
unnecessary to have a score of different methods for determining the 
desirability of this step. The committee recognizes, however, the great 
practical difficulties in achieving this codification and has no specific ways 
and means to suggest. 

The following suggestions were made by members of the committee in 
regard to possible projects for our Association in a furtherance of the aims 
of public education referred to above: 
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(1) That the American Psychiatric Association delegate a committee 
to publish a volume on the present status of our knowledge concerning 
criminality and outline a standard procedure. This committee should co- 
operate with the National Committee for Mental Hygiene and the Ameri- 
can Bar Association. 

(2) That there be correlated herewith the practices in foreign countries 
as England, France and Germany. 

(3) That a survey be made of the present work of psychiatric clinics 
in association with courts and prisons and the results published, particularly 
with reference to the practical achievements of these clinics. The public 
knows little enough of psychiatric theories in regard to crime, but it knows 
even less about the medical work that is already being done in many places; 
hence such a study would not only afford a convenient and much needed 
reference for the use of social workers, legislators, judges, psychiatrists, etc., 
but would also serve as a basis for the dissemination of valuable educative 
information to an uninformed but eager public. 

(4) That The American Psychiatric Association cooperate with the Na- 
tional Research Council, which is already considering research problems 
along this line and that a representative of The American Psychiatric Asso- 
ciation be selected to function on the National Research Council. 

(5) That this Association should encourage uniformity of clinical sta- 
tistics in prisons through contact with the American Prison Association. 

(6) That there be an obligatory published review of the cases in which 
members of this Association testify. 

(7) That there be an annual report of cases, clinics, and of the situation in 
general, to be presented to The American Psychiatric Association. 

(8) That The Journal of the American Medical Association be assisted by 
The American Psychiatric Association in presenting to its readers a 
comprehensive and progressive account of psychiatry and criminology with 
the aim of educating the medical profession itself in the matter of psychia- 
tric and criminologic problems. 

These suggestions merit further discussion. 

For the present, your committee specifically recommends the following 
proposals for immediate action: 

(1) That The American Psychiatric Association go on record as favoring 
certain types of legislation such as the recent Massachusetts enactment 
which put the psychiatrist in a position of counselling the legal authorities 
as to the disposal of social offenders. 

(2) That The American Psychiatric Association set up, agree upon, and 
publish official standard qualifications of medico-legal experts, and that it 
maintain a published list of such qualified experts, revised annually, for the 
convenience of court selection. 

(3) That The American Psychiatric Association, in its annual conven- 
tions, give more attention to the problem of psychiatry as applied to 
crime, and other behavior disorders, including demonstrations of the work 
being done in penal and correctional institutions, behavior and child guidance 
clinics, and psychiatric clinics associated with criminal courts. 
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(4) That The American Psychiatric Association foster an attack on 
certain pressing problems of research in this field, particularly (a) the 
working out of a useful nosological classification of mental disorders which 
will take into consideration behavior pathology not now definitely defined 
or classified from a psychiatric standpoint, and (b) the analysis of the 
medico-legal situation in the various states of this country with particular 
reference to psychiatry. 

(5) That The American Psychiatric Association advocate the associa- 
tion of a psychiatrist or a psychiatric clinic with every penal institution 
and with every criminal court, to act in an advisory and consulting capacity 
without administrative duties, and that it advocate the teaching of courses 
in criminology in both law schools and medical schools by psychiatrists. 

(6) That The American Psychiatric Association maintain a central bu- 
reau, either in the form of a standing committee or in the form of a full- 
time paid secretary, to aid in disseminating to the medical and lay public, 
in a dignified and accurate manner, news of the actual and potential contri- 
butions of psychiatry to present-day social life, perhaps cooperating with the 
National Committee for Mental Hygiene. Such a bureau should publish 
from time to time an official bulletin containing official statements of psychia- 
tric attitude and opinion available to newspaper, magazines and the public 
at large. 

(7) That The American Psychiatric Association officially accept, endorse 
and subscribe to the following statement of the present attitude of the 
members of this Association toward the problems now under consideration 
and to be given wide circularization. 


OFFICIAL STATEMENT OF POSITION. 

We Believe: 

(1) That the psychiatrist's chief concern is with the understanding and 
evaluating of the social and individual factors entering into failures in 
human life adaptations. 

(2) That crime is a designation for one group of such adaptation failure, 
and hence falls definitely within the focus of psychiatry, not excluding, of 
course, certain other branches of science. 

(3) That crime as well as other behavior and characterologic aber- 
rancies can be scientifically studied, interpreted and controlled. 

(4) That this study includes a consideration of the hereditary, physical, 
chemical, biological, social and psychological factors entering into the per- 
sonality concerned throughout his life as well as (merely) in the specific 
“criminal ” situation. 

(5) That from a study of such data we are enabled in many cases to 
direct an attack upon one or more of the factors found to be active in a 
specific case to effect an alteration of the behavior in a propitious direction ; 
while in other cases where this is not possible we are able in the light of past 
experience and discovered laws to foresee the probabilities to a degree 
sufficient to make possible proper provision against subsequent (further) 
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injuries to society. By the same experience and laws we are enabled in still 
other cases to detect and endeavor to prevent the development of poten- 
tial criminality. 

(6) That these studies can be made with proficiency only by those 
properly qualified, 7. ¢., scientists who have made it their life interest and 
study to understand and treat behavior disorders. 

(7) That this point of view requires certain radical changes in legal 
procedure and legislative enactment, insuring the following provisions : 

(a) The court appointment, from a qualified list, of the psychiatrists 
testifying in regard to the mental status, mechanisms, or capabilities of a 
prisoner ; with opportunity for thorough psychiatric examination using such 
aids as psychiatrists customarily use in practice, clinics, hospitals, ete.; with 
obligatory written reports and remuneration from public funds. 

(b) The elimination of the use of the hypothetical question and the 
terms “insane” and “insanity,” “lunacy,” etc. 

(c) The exemption of the psychiatrist from the necessity of prouounc- 
ing upon intangible concepts of religious and legal tradition in which he has 
no interest, concern or experience, such as “ responsibility,” “ punishment” 
and “ justice.” 

(d) The development of machinery adequate to the requirements of the 
psychiatric point of view in criminal trials and hearings, including court 
clinics and psychiatrists, and ultimately a routine compulsory psychiatric 
examination of all offenders with latitude and authority in the recommenda- 
tions made to the court as to the disposition and treatment of the prisoner. 

(8) That this also entails certain radical changes in penal practice, 
including : 

(a) The substitution of the idea of treatment painful or otherwise for 
the idea of retributive punishment. 

(b) The release of prisoners upon parole or discharge only after com- 
plete and competent psychiatric examination with findings favorable for 
sucessful rehabilitation, to which end the desirability of resident psychia- 
trists in all penal institutions is obvious. 

(c) The permanent legal detention of the incurably inadequate, incom- 
petent, and anti-social, irrespective of the particular offense committed. 

(d) The development of the assets of this permanently custodial group 
to the point of maximum usefulness within the prison milieu, industrializing 
those amenable to supervised employment, and applying their legitimate 
earnings to the reimbursement of the state for their care and maintenance, 
to the support of their dependent relatives, and to the reimbursement of the 
parties injured by their criminal activities. 

(9) That effective preventive medicine is applicable in the field of psychi- 
atry in the form of mental health conferences and examinations, child guid- 
ance clinics, mental hygiene clinics, lectures and literature, and similar in- 
stitutions and efforts. 
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(10) That the protection outlined provide an efficient and scientific solu- 
tion to the problems of crime, viz: 
(a) The protection of society. 
(b) The rehabilitation of the “criminal” if possible. 
(c) His safe and useful disposition or detention if rehabilitation is 
impossible. 
(d) The detection and the prevention or deflection of the development 
of criminality in those potentially predisposed. 
Respectfully submitted, 
ADLER, 
Briccs, 
GLUECK, 
HEAty, 
JELLIFFE, 
KIEs, 
Lowrey, 
SALMON, 
WriaMs, 
WHiTte, 
MENNINGER. 


Discussion oF Report OF COMMITTEE ON THE LEGAL ASPECTS 
oF PsyYCHIATRY. 


Dr. Heaty.—This report is an able and important document. Dr. Men- 
ninger’s skill and industry is certainly to be highly commended. Indeed, 
there is a great deal that might be said about many points included in these 
recommendations and a number of people are going to discuss the report, 
so I shall confine myself to just a few remarks. 

It seems clear to me that if we can turn out some satisfactory statements 
concerning modern psychiatry and its value for and right relation to the 
law and treatment under the law, this may indeed, be an historical event. 
Certainly one of the great needs of the hour is a substantial rapport between 
the legal and psychiatric professions. We want certain opportunities to be 
made by the legal profession for us and they need certain understandings 
from us. 

I am reminded of the report of a committee of the American Association 
for the Study of the Feeble-Minded made in 1912. An attempt was made, 
poorly conceived and with perhaps far too little backing in the way of 
research and investigation, to set clear the definitions of feeble-mindedness 
and the introduction of one new term—that of moron. That idea took 
hold very well because of the immense need felt by people in general, and 
in all professions that deal with human beings, for getting better under- 
standings. 

The ideas embodied in that report spread like wildfire so that now they 
are in the possession of all psychologists and psychiatrists working in that 
field. Even more is needed from us—definitions and understandings that are 
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much more important. What is meant, for instance, by insanity? By 
psychoses? By mental disease as apart from mental defect and so on? What 
is first of all wanted from us is agreement among ourseives as to the 
import of these and other terms and then a consistent use of these terms 
by us because, as judges and lawyers so frequently point out to us, there 
is now no such agreement and one man gets up on the stand saying one 
thing to-day, another one says another thing to-morrow or even on the 
same day and there is no regular usage. Ordinary dictionaries, legal and 
medical, differ on the definitions. 

Take the matter, for instance, of the fact that older members of our own 
psychiatric party repeatedly refuse to give up the use of such a term as 
imbecility as denoting the whole group of the feeble-minded. The use of 
the term insanity is just exactly such a stumbling block, so much so that 
the law itself has undertaken to help us out and define, as in the case of 
the rulings of the Supreme Court of Illinois, what insanity really is. 

Our first step then, I should say, must be agreement among ourselves. 

We want above all things to get a chance to get together in consultation 
when we have to pass judgment on cases, to develop our opinions altogether 
from knowledge of the same facts. Such a procedure has been carried 
out years ago in Massachusetts. It might interest you a good deal to 
know that in a famous case the professional men on both sides did get 
together and wanted to make a joint report. It was proposed to hand all 
the studies that were made over a long period, to men who had had so 
little opportunity to see the accused. It was believed that if the same facts 
were in the hands of the whole group there would be very little chance 
indeed for any disagreement, any more than in an ordinary medical consul- 
tation case but this plan was not carried out because of other considerations. 
Under the present system of the law, I don’t know that I shall make any 
particular criticism of those who frustrated it. 

I feel it would be sensible to steer away from metaphysics such as 
were long ago injected into interpretation of the common law by such 
philosophers as Sir Fitzhugh Stevens, to turn away from them and turn 
toward the shores of science, such science, as would give to the law the best 
that it has to-day but always with the connotation that science is growing 
and that the knowledge of tomorrow might add much to what we know 
to-day and afford the law much more and safer premises upon which to act. 

And a second main consideration well brought out in this report is that 
we would like to have the chance to apply scientific methods to the treatment 
of the problems of misconduct and crime. Psychiatry within a few years, 
through pressure from within and pressure from without, has extended into 
a vastly larger field than the classification and treatment of the psychoses 
and psychopathic states. In the field there are included all problems of con- 
duct disorders: What the treatment shall be, what the scientific treatment 
shall be, we are far from knowing now. We shall have to build upon the 
failures of the reformatories and prisons of to-day and find more con- 
sistent therapy, whatever it may be, more suitable punishments, more 
prolonged custodial care, more attempts at psychotherapy. 
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The finest hope to my mind of this whole report lies in its tone, in its 
advocacy of a better, more scientific and efficient procedure in the treat- 


ment of one of society’s greatest problems in which we should take a 
predominating share. 


Dr. Jacosy (Detroit).—This very interesting and admirable instrument, 
the report of the committee, bespeaks as Dr. Healy has so well pointed 
out, an attitude which we as scientific persons need to utilize very exten- 
sively in training and developing the attitude which is necessary on the part 
of the public. This brings us to a consideration of what the objective of 
the law is. I think that all too frequently we are apt to think of the crimi- 
nal law as teaching us something, as being a cause for something and we 
are apt to blame the criminal law for the evil effects which we see in 
individual cases through the application of the punitive theory which it 
advocates. 

In all honesty, however, we must admit that all law, criminal or otherwise, 
is after all a result of certain attitudes which a given society or given group 
have developed. The law becomes the concrete expression of an attitude 
or series of attitudes. 

We, as psychiatrists, have come to criticize the attitude which is behind 
the present day criminal procedure. Some of this criticism, a great deal of it, 
is embodied in this report. In my position of very intimate contact with 
the workings of a criminal court, I find that it is quite possible and easily 
feasible to practice psychiatry with a surprising degree of neglect of the 
punitive concept. Early in my experience, in this criminal court, I was 
frequently asked, in reference to a given case, concerning the “ responsibility ” 
of the defendant—particularly was that the case when the report of my 
clinic had indicated that the individual was in some way deviated from the 
average. After the court learned, however, that questions of “ responsi- 
bility ” did not concern me, that I regarded them as impositions on the part 
of society, through its court, on the individual and no part of the individual 
character, it was rather surprising for me to note that those same judges 
and lawyers were able to practice the law without consideration of those 
questions and reach surprisingly satisfactory dispositions for the cases. 

The whole question resolves itself, it seems to me, into a very simple 
statement. We, as the Psychiatric Association, set ourselves up and say to 
the law, “ We have a form of knowledge which perhaps will be of service 
to you in the adequate disposition of offenders. The question is: Do 
you want it or don’t you want it.” When the question is put to the 
law in that way, the answer is almost invariably positive. 

I should like to mention before concluding that I think I can anticipate 
a criticism which such a report might receive, if published broadcast, in 
the tone that it has of centering, as it were, all knowledge of the criminal 
in the psychiatrist. I realize we do not feel that divine right to anything like 
the degree the law in the past and to-day in certain localities has seemed 
to feel it. I should like, therefore, to call attention to the fact that some of 
the contributions to the field of criminology which psychiatrists use have 
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not been made by psychiatrists but by sociologists, psychologists, economists 
and a variety of other people. 


Dr. Briccs (Massachusetts).—As the other gentlemen have discussed 
the question from the theoretical and scientific point of view, my mind rather 
lends itself to the practical. What I would like to discuss would be the 
Massachusetts law. It is referred to in this report but I find that very 
few people outside of Massachusetts know what the Massachusetts law is. 

We had in Massachusetts a law very much like the California law which 
allowed the judge to name two experts on any case that was being tried 
before him when in his own mind there was a doubt of the mental capacity 
or responsibility of the person on trial. That was not taken advantage of 
very often and again it meant that perhaps the trial had proceeded well 
along before any action was taken to have the accused examined. It 
usually meant also calling in other experts at the expense of the defendant's 
family, at the expense of the state and to the detriment of the mentally sick 
individual who was being put through a long trial unnecessarily, a trial 
which only ended in the person often being found insane after days or 
weeks of trial. So a law was conceived in Massachusetts by which all 
capital cases are examined by psychiatrists before trial and all cases of 
felons who have been previously indicted for felony are examined before 
trial. 

The question was how to get a fair examination that would be accepted 
by the defendant’s lawyers, district attorneys, by the judges and by the 
defendants themselves. A law was passed as a solution that the State Board 
of Mental Diseases should be asked to examine under that law and for 
two reasons: First, it should be an unprejudiced examination, an exami- 
nation by the state ; secondly, that the Department of Mental Diseases would 
choose only such men as were competent to give an opinion. The law has now 
been in force for over three years. What are the results? The results are 
that all capital cases are examined before trial. I have never heard of but 
one instance of the many that have been examined during the last few years 
where there was any objection by either the defense lawyer or the district 
attorney or the judge or the defendant. They have accepted examination and 
usually the report. The report is filed with the clerk of the court, for the 
benefit and guidance of the court, of the district attorney, of the prosecu- 
tors and of the defense. And so it is an impartial report. 

The result has been that while four or five years ago experts were on the 
stand in Massachusetts almost all the time (nearly every day you could go 
into one of our courts and hear experts testify) as far as criminal cases are 
concerned, I have been able to check up but five cases in which experts 
have appeared as against each other in murder trials. Everybody is in 
agreement. 

When the State Board of Mental Diseases appoints two men whom they 
recognize as mental experts and they make their impartial report, other 
psychiatrists in the state do not desire to come up into court against that 
report and as a rule they do not do it. Perhaps in only four or five instances 
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at the outside have they done so. The courts or either side may call 
those experts to testify but their testimony is as much for one side as it is 
for the other. It cannot be partial. They have already rendered their report ; 
it is open to both sides and they have no right to favor one side or the other. 

Massachusetts has gone a step further by the examination of all the 
people who are committed to the jails for 30 days or more. Under 
Dr. Kline, this examination is being carried on throughout the state. 

As to the defects of that law, there is one defect which we haven't 
been able to overcome. In Massachusetts, we have no central bureau, showing 
that in Suffolk County a man was tried for burglary 10 year ago or five 
years ago or indicted when he is again arrested in Worcester County. 
So that there has been a little laxity in the reporting of felony. I think 
all capital cases have been reported promptly. In burglary cases or other 
felonies there has been excuse on the part of the clerks of the court to 
shirk their duty. So last year Dr. Kline presented a bill which carries a 
penalty with it so that the clerk now is obliged to report, if he knows. 
If he can prove he had no means of finding out and could not know, he 
is safe. 

In this report, many of the men are asked on the stand the responsibility 
of the accused and that is a thing I think that this report deals with. You 
have sooner or later in this body or some other body to define what 
responsibility psychiatrists are going to testify to, whether medical respon- 
sibility, a partial responsibility or whether they are going to simply state 
that the man is mentally diseased, what his disease is, and then testify on 
the stand his symptoms and how much this disease has controlled him in 
his actions prior to the crime or at the time of the crime. 

I feel very strongly that the responsibility should not be up to us. Any 
legal responsibility should not be placed on us. We should not be asked 
and should not have to state legal responsibility. The only way we can 
get around it is by illustrating a certain case before the Massachusetts 
Courts. I think it well to speak of this case because it shows the manner 
in which these cases are handled. 

Dr. Kline recommended me on the examination of four murderers this 
past week. Three of them we found are not mentally diseased or defective. 
Our report went in, although one of them was going to be defended by a 
prominent lawyer on the basis that he wasn’t mentally responsible. He 
withdraws that defense after our report goes in and takes some other 
defense. 

Another is the case of a man named Perori who shot a policeman in 
Everett. On examination we find he has been mentally diseased for many 
years, that he was in our city hospital six years ago and discharged as in- 
sane but harmless. That is what was written on the book. He was arrested 
by the police two or three times. Even his boarding house keeper consid- 
ered him insane. That probably will mean that we will have to appear 
in court for about ten minutes. He had shot two policemen. It is very 
unpopular to find a man insane or irresponsible who has shot a policeman 
because they are quite a factor in election. The district attorney who is a 
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candidate for attorney general thought it would be a great case for pub- 
licity, but he has agreed under this law to present the case on Monday next, 
to ask Judge Flynn to instruct the jury to find the man not guilty by 
reason of insanity and send him to Bridgewater Hospital for criminal 
insane. The last case took seven minutes and this he promises won't take 
over ten. That is the practical part, the part that answers the expert, 
it should be the answer to responsibility, to testify not as to the responsi- 
bility but as to what the man’s life has been, how he has been controlled 
prior to the act. In examination of all cases of 30 days and over in the jails, 
a remarkable record of all criminals is being worked up which will be 
of use to the court. The reports are sent immediately to the Department of 
Corrections and there put on file. They have established a department for 
investigating with social workers to interview the families, employers, etc., 
and I think we have made a real start. That is the practical side which I 
hope the other states will consider. I think the other points in the paper 
have been discussed. I think this Association has a responsibility sooner 
or later to assert itself so as to avoid our profession falling into disrepute 
by one man saying a defendant is responsible and another man from the 
same college, the same medical education, saying he isn’t responsible. 


Dr. Lowrey.—There are many issues in this committee report that 
might be discussed. I should like to speak briefly of only two: In the 
first place, when any group approaches a field with something that is said 
to be unique or with a new technique or particularly, perhaps, when they 
indicate that they may have something to contribute to the understanding 
of human behavior, there is always a double attitude on the part of the 
community towards the group. The technique and viewpoint will be 
accepted immediately by a certain section of the community as the only hope. 
There is another portion of the community that at once rejects it as being 
utterly out of the question. It is quite a pleasure to see that this report tends 
to cover this issue by making wise provision for a general integration with 
the things the community has already under way. 

I think that we have to remember if we want to work with reformatories 
or children’s institutions or penitentiaries, we have to start from their point 
of view. We can’t simply hand them ours and have them accept it. We 
have first of all to learn what they do, and why they do it, and think 
things out quite completely before we can get them to any level of 
developments. The second thing that seems to me quite important is 
the recognition given by this report to the fact that problems in behavior 
are not the job of any one group in the community alone but that they 
affect the community as a whole and they affect all the different groups 
that make up the community, and its particular emphasis on the point that 
after all, prevention is the issue which most seriously confronts us. 

Actually, I suppose, when we are working with the already developed 
delinquent and thinking primarily in terms of what we can prevent in his 
behavior or his attitudes for the future, there is not only this already 
developed delinquent whom you must consider but also the children whose 
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lives are beginning to be cast along lines that lead eventually toward 
delinquency. 


Therefore, it is a pleasure to me to see that this report covers all of these 
as well as many other important phases. 


Dr. Meyver.—The committee that has given us this report deserves to 
be congratulated for having brought together what we might call theses 
with which to step before the public and with which to get into contact with 
the lawyers. They are excellently expressed and they contain, as far as I 
can see, practically all the promising points which we can hope to bring 
under discussion. Of course, there is always a certain amount of difficulty 
in the public mind with regard to anything that would smack of officialism. 
I have had something to do with a case which got into the hands of 
official representatives of psychiatry and I can’t help but feel that it was 
through the activity of that official body that a miscarriage of justice 
occurred and that sort of thing lingers very deeply in the minds of all those 
who are confronted with innovations. 

I do think that the demand or rather the proposition that the statements 
of experts should as far as possible become available in writing and that the 
members of society who participate in such work should be called upon 
to give an accounting of their work, will do quite a good deal towards 
making these things more accessible. We shall know what they are in- 
stead of having simply to depend on newspaper reports which very often 
can be declared to be inadequate, even if they should be quite correct as 
far as they go. 

What I am particularly interested in is to draw the attention of the 
Association to the fact that there exists a committee of the National 
Research Council which is occupied with the question of medico-legal 
practice. This report is the most valuable forerunner of any work in the 
direction of psychiatric issue that the committee so far has made. It is 
the intention of that committee to make similar investigations on the 
practice and facts in a number of centers of the United States with regard 
to the autopsies, as I remember it, in New York, Chicago, New Orleans 
and San Francisco. These are the places that have been selected as centers 
that will be studied as examples of practice. 

Whether the committee will consider it essential to use the same localities 
for the question of the investigation of the psychiatric problems, I do not 
know yet, but it would be very valuable if the Association could either 
appoint a committee of contact with the committee of the National Re- 
search Council or that this committee could be continued and a repre- 
sentative thereof could work with the committee of the National Re- 
search Council. 

The first task for any progress undoubtedly will be to bring together 
a set of reports of actual practice here and elsewhere, pointing out the actual 
working of things, and I don’t believe that anything could be better than 
what this committee has already started. 
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Dr. Spautpinc.—Continuing the idea which Dr. Lowrey suggested a 
few minutes ago, it is very important, I believe, in trying to get our 
ideas of the psychiatric understanding of human problems across to the 
general public to take into consideration their attitude toward the whole 
situation. There is at the present time a strong resistance, to what has been 
called “coddling the criminal.” This feeling is due partly to the lack of 
understanding of the layman of what the psychiatrist is attempting to 
accomplish and partly to an unwillingness of the psychiatrist to admit that 
there is in the whole situation an element which may be called frankly 
“ punishment.” 

The psychiatrist has in his state hospital a definite system. If a patient 
becomes violent or unmanageable he is put on the disturbed ward. To that 
individual, no matter how much you may call it treatment, it may seem a 
form of discipline that represents punishment. Patients who have recently 
been in what I consider the best mental hospital in the country have 
complained to me of the discipline to which they were subjected. It is an 
inevitable part of the treatment. In the reformatory institution and in the 
whole penal situation, there is also an element of discipline which must 
be recognized more frankly as the degree of responsibility increases. 

Some years ago Dr. Hoch said of our problems at Bedford Hills, 
“ For the conditions you describe, there is no mental classification which is 
satisfactory.” If one examines the population of any penal institution 
there will be found a small percentage of psychotic conditions, a larger 
percentage of mental defectives, and many individuals who will be classified 
as psychopaths or neurotics; but a third or a fourth of such a population 
will be represented by a personality deviations for which the psychiatrist 
has no name. It is with this part of the population especially that the 
psychiatrist should work because of his understanding of human behavior 
even though the conditions found do not warrant a mental diagnosis. In 
order to get the cooperation of the public in the work with this section 
of the criminal population as well as to get the best results with them as 
individuals it would seem desirable to recognize the necessity for discip- 
line and even punishment as possible factors in their rehabilitation. 

And so I ask if the elimination of the idea of punishment as expressed in 
this report, is not preventing us from attaining the end which means so 
much to us. 


Dr. Favirr.—In view of a great conflict that still exists between the 
legal and the psychiatric points of view, I have asked permission to read 
a suggestion which I made too late for consideration by the committee. 
Quoting from the report, I think on the first page, “the legal problem 
of responsibility evidently involves the philosophical problem of ‘ free- 
will” Philosophy still debates the different issues of the question and 
science can hardly assume to give a final answer to them now.” 

I suggest that a portion of the committee during the next year definitely 
assume that there is no free-will for any one and see what conclusions 
and recommendations might be reached on this basis. The long, slow 
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march of scientific determinism has gradually relieved the following 
from responsibility: Gods, goddesses, demons, and so forth; forces of 
nature such as wind and water; inanimate objects; animals and plants; 
feeble-minded; insane; children; adult psychopaths. The final step is 
obvious—so called adult normals should be given a chance as well. 

The possible consequences of such an attitude are vast but I believe 
not so dangerous as commonly supposed. The complete substitution of 
management for punishment is, of course, at once necessary. The con- 
cepts of credit and blame must go. Instead of judgment, we will have 
valuation of human beings, up and down a scale, between worthlessness 
and indispensability. The degree of value must be estimated both as to 
family and society and the final quotient can determine the details of 
management. To me, determinism is not discouraging and depressing. 
It is encouraging and stimulating, challenging our best efforts to improve 
heredity and environment with a certainty of thereby producing healthier 
humans and better behavior. 

The present state of affairs seems to indicate that something has long 
been wrong with our fundamental attitudes toward crime. May not the 
chief offender have been “ free-will” ? 


Presipent Havitanp.—Any further discussion? If not, the question 
on which you are asked to vote is the acceptance of the report of the Commit- 
tee on The Legal Aspects of Psychiatry and embodied in the moving resolu- 
tion was reference of the recommendations to the Council of the Association 


with implied recommendation by the Council back to the Association 
for final action. 


The motion was carried. 


PRESIDENT HAvILAND.—At this point in the afternoon’s program, the 
Chair would under normal circumstances yield to the President of the 
American Psychoanalytical Association, but it happens the President of 
that association reads the next paper. I will therefore retain the Chair 
during the reading of the first paper of the joint program arranged under 
the auspices of The American Psychiatric Association and the American 
Psychoanalytical Association. 

The first paper is “The Need of an Analytic Psychiatry,” by Dr. 
Trigant Burrow, of Baltimore, Md. 


Dr. Burrow presented his paper, which was discussed by 
Drs. Brill, Hamilton, Coriat, Stragnell, Meyer, Oberndorf, Syz 
and Burrow in closing. 


PresipeENT Havitanp.—Before yielding the Chair to Dr. Burrow, I 
would like to announce a meeting of the Council at five-thirty. 

Owing to an unfortunate combination of circumstances, it becomes ab- 
solutely necessary for Dr. Kline, our newly elected President, to leave New 
York City this evening. That means that the present President is to be 


384 PROCEEDINGS OF SOCIETIES [Oct. 


deprived of one of the time-honored functions of an outgoing President, 
that is, to install in office his successor. I am to be deprived of that 
privilege, but I will not be deprived of the opportunity of presenting to you 
the incoming President and I am going to, at this time, before yielding the 
Chair for the day, ask Ex-President Clopp, if he is in the room, to kindly 
escort to the platform Dr. George M. Kline, incoming President of The 
American Psychiatric Association next year. 


The audience arose and applauded. 


PreswwENT-E.ect Kuine.—Dr. Haviland and Members of the Associa- 
tion: I regret exceedingly upsetting the usual routine of the Association, 
but it is imperative that I leave immediately for the Middle West. I did wish 
however, to express my deep appreciation of the honor you have conferred 
on me in electing me your President for this coming year. I shall con- 
tribute my very best efforts to the continued success of the Asociation and 
endeavor to do everything possible to maintain the standard set by Dr. Havi- 
land. This will be no easy task. The task will be an enormous one and 
I am sure in my efforts I shall need your cooperation and help. 

As President of The American Psychiatric Association, I would like also 
to express at this time my appreciation of the significance of this first 
joint session of The American Psychiatric Association and the American 
Psychoanalytic Association. I trust it is but the forerunner of many 
repeated sessions of the future. It is with a great degree of pleasure 
I turn over the gavel to the President of the American Psychoanalytic 
Association, Dr. Burrow. 


Dr. Burrow took the chair. 


CHAIRMAN Burrow.—The next paper on the program is by Dr. Adolph 
Stern, “A Case Report of an Anxiety Hysteria Treated by Psychoanalysis.” 


Dr. Stern presented his paper, which was discussed by Drs. 
Oberndorf, Coriat, Stragnell, Hutchings and Stern in closing. 


At the conclusion of the discussion, the Association on motion 
adjourned. 


Fripay MornincG SEssIon. 
JUNE II, 1926. 
The business session convened at ten o’clock, President Havi- 
land presiding. 


PRESIDENT Havitanp.—The first order of business is the report of the 
Council, to be presented by the Secretary, Dr. Bond. 


Dr. Bonp.—A meeting of the Council was held June 10 at five-thirty 
o'clock. The Council nominating the following members to form the 
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Executive Committee for the coming year: Dr. Adolf Meyer, Dr. Floyd 
Haviland, Dr. William A. White, with the President and Secretary. The 
final corrected report of the Committee on The Legal Aspects of Psychiatry 
came before the meeting. It was moved, seconded and carried that the 
Council endorse the work of the committee, urge that its present personnel 
be continued and promise any cooperation that the committee may in future 
desire. 

When the recommendations made by the committee were placed before the 
meeting, a motion was made that these recommendations in their final 
and corrected form be placed in the hands of each of the Council for con- 
sideration during the year and printed in the proceedings so as to reach 
all members of the Association. During the year, the Committee on The 
Legal Aspects of Psychiatry is requested to suggest to the Council through 
the Secretary any changes it may desire and to communicate with the 
American Institute for Criminal Law and Criminology and other bodies 
working along similar lines. This motion was seconded and carried. 

Permission to publish extra copies of THE AMERICAN JOURNAL OF 
PsyYCHIATRY as needed during the year was given to its Editorial Board. 

Dr. English reported that the Province of Ontario from October 1, 1925, 


was using the statistical forms approved by The American Psychiatric 
Association. 


The Council adjourned. 


PresipENT Havitanp.—Are you willing to accept the nominations for 
Executive Committee and the recommendations respecting the Committee 
on The Legal Aspects of Psychiatry? 


Upon motion duly made and seconded, the nominations as 
recommended and the recommendations contained in the report 
were adopted. 


PrESIDENT HAvVILAND.—The Secretary now has one or two resolutions 
that he would like to present for separate action by the Association. 


SecreTaRY Bonp.—I move the adoption of the following resolution: 

WuHenreas, The committee of the whole of the Board of Estimate of the 
City of New York in executive session held Wednesday, June 9, 1926, ap- 
proved a definite program for hospital relief in the institutions maintained 
by the city, involving the expenditure within two years of approximately 
$16,000,000 ; and, 

Wuereas, The program allots the sum of $3,000,000 for the erection of 
a municipal neuro-psychiatric hospital to take the place of the present 
psychopathic pavilion at Bellevue Hospital; therefore be it 

Resolved, That The American Psychiatric Association hereby records 
its most hearty approval of this action taken by the New York City 
Board of Estimate and congratulates Mayor James J. Walker and his 
associate city officials for providing means for much needed facilities for 
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the treatment and care of mental and nervous cases and hopes that the 
erection of this neuro-psychiatric hospital will be expedited, and 


Resolved, that copies be sent to the Mayor and to the Board of Estimate 
and to the public press. 


PresipeENT HaviLanp.—What is yor pleasure respecting these resolutions ? 


Upon motion made by Dr. Bond which was seconded, the reso- 
lution was adopted. 


PRESIDENT HaviLanp.—The Secretary has a memorandum to present. 
Secretary Bond read the following: 


Dr. Bonp.—The American Psychiatric Association has learned with deep 
regret of the death of Sir Frederick Mott which occurred at Birmingham 
on June 8, of this year at the age of 72. It is fitting that this Association 
should express its appreciation of the life and achievements of one who 
has been such an outstanding personality in the field of psychiatry of this 
period. His achievements in psychiatry have added noteworthy contri- 
butions to our knowledge of mental disorders in many aspects, in particu- 
lar the field of genetics, neuropathology, psychopathology and _ social 
problems. His kindly personality will be long remembered by those Ameri- 
can medical officers who were associated with him in neuro-psychiatric 
work during the World War. His personal interest in the American neuro- 
psychiatrists found expression in the dedication of his last book to those 
American officers with whom he had been associated. 

His death removes from the honorary membership of this Association 
one whose name added luster to the Association. 

The American Psychiatric Association wishes to record in the proceed- 
ings of this, its eighty-second annual meeting, a heartfelt expression of its 
keen regret at the loss of one whose life accomplished so much for the 
field to which its interests are devoted and to convey to his family and his 
personal friends their respect for his memory and the pride they have 
had in his membership in this Association. 


Dr. BrusH.—I have known Sir Frederick for more than a quarter of a 
century. Many of our members met him when he came to Baltimore and 
made an address at the opening of the Henry Phipps Psychiatric Clinic 
in 1913. Sir Frederick was an all-around man, fond of literature, a 
musician of no mean attainments. His daughter and he not infrequently 
gave concerts for their friends which were very highly enjoyed. He was an 
outstanding individual as a man of science and as a gentleman beloved by 
all. I have a letter from him in my pocket, which I was about to answer 
when I heard of his death. He probably died while delivering his lectures 
at Birmingham where he was a lecturer on psychiatry. 

I move the adoption of the minute read by Dr. Bond. 


This motion was duly seconded, and adopted. 
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PrestpENT Havitanp.—The next order of business is the presentation of 


the report of the Committee on Resolutions, Dr. E. Stanley Abbot, of 
Boston, Mass. 


Dr. E. Stantey Assot.—Mr. President, Ladies and Gentlemen: There 
falls to the Committee on Resolutions the happy privilege of making 
acknowledgment on behalf of this Association of its appreciation of their 
efforts to many individuals and organizations who have contributed in 
many and varied ways to making this meeting “the best ever.” 

If the committee mentions one name before that of another, it does not 
mean that those persons or organizations that are mentioned after others 
are any less appreciated or have contributed any less than those named 
before them. 

To the Committee on Arrangements, for its collective efficiency in 
attending to details of the meeting, for its inspired generosity in pre- 
senting to the Association the stand of flags with their friendly and fra- 
ternal symbolism and for the devotion and industry of its Chairman, 
Dr. Harris, and its Vice-Chairman, Dr. Raynor, as well as of the other 
members ; 

To Mr. Fiske, President of the Metropolitan Life Insurance Company 
and Dr. Knight, its medical director, for the luncheon and all the many 
courtesies extended to our members and guests ; 

To the Metropolitan Museum of Art, its directors and guides for the 
special guidance through the Roman Garden and other parts of the 
museum ; 

To the Society of the New York Hospital and Dr. Russell of the 
Bloomingdale Hospital for the hospitality of its staff to our members, 
guests and friends; 

To Dr. Pollock for his interest, discrimination, and care in arranging 
for the exhibits and other activities; 

To Mrs. Slagle for the time, energy, and zeal which she devoted to 
the Occupational Therapy Exhibit; 

To Miss Harriet M. Mills for her self-sacrificing and effective efforts 
in the entertainment of the ladies; 

To the Northhampstead Golf Club, the Engineers Golf Club, and the 
Westchester-Biltmore Country Club, for their cordial hospitality to our 
golfing members ; 

To the Neurological Department of Columbia University for the loan, 
under the direction of Dr. Casamajor, of the exhibit showing the evolution 
of the brain; 

To the other exhibitors for the thought, care, and trouble involved ia 
presenting their very interesting exhibits ; 

To the management of the Hotel Waldorf-Astoria for the prompt and 
unfailing courtesy of all its employees, for its hearty cooperation in put- 
ting all its resources without stint at the service of the Association and 
for its liberality in making special reduced rates for members of this 
Association ; 
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To all these, as well as to the Committee on Program and its Chairman, 
and to all others who have done so much to promote the success of the 
meeting, the Committee on Resolutions wishes to express the high ap- 
preciation and hearty thanks of the Association. 

Dr. Vincent, in his stimulating and informing address spoke of co- 
operation as the outstanding characteristic of American medical edu- 
cation. That it invades other fields than that of education has been 
recently manifested. 

At the request of this Association of the National Committee for 
Mental Hygiene and other associations, a conference on Annual Statistics 
of Defective, Dependent, and Delinquent Classes in Institutions was called, 
with the hearty approval of Mr. Hoover, Secretary of Commerce, by the 
Director of the Census, on April 28, 1926. At this conference resolutions 
were passed recommending that the Federal Census Bureau be asked to 
collect annually instead of every ten years, statistics concerning cases of 
mental disease, mental defect and epilepsy in both public and private 
institutions; and that the data should include social as well as financial 
facts. It was also recommended that efforts be made to begin this year. 

Thus, one of the aims toward which this Association has been working 
for many years shows prospects of eventual fulfillment, namely, the annual 
gathering of uniform statistics concerning mental patients in institutions 
throughout the country by the Federal Census Bureau. It is only a pros- 
pect as yet. The complete fulfillment will depend on the hearty and 
thorough cooperation of each member of the society who is connected with 
any institution for such patients. The Committee on Resolutions there- 
fore urges each member to make a personal resolution to reply fully and 
promptly to the request for statistics from the Federal Census Bureau 
when it comes, as almost every one of you has already supplied statistics 
at the request of the National Committee for Mental Hygiene. It is this 
cooperation on the part of the members of this Association that has 
brought about such success as has already been attained. 

For part of this success credit is due to Mr. Herbert C. Hoover, 
Secretary of Commerce, and to Mr. William M. Stewart, director of 
the census and his associates, for this lively interest and effective coop- 
eration. Your committee recommends that our Secretary be instructed 
to write to these gentlemen expressing the appreciation by this Association 
of their activities in behalf of better and completer statistics relating to 
mental cases. 

An announcement of unusual interest and significance in a field of ac- 
tivity in which this Association is vitally interested was made at the first 
session. 

The establishment by the Commonwealth Fund of the Institute for Child 
Guidance as a center for clinical research in the Behavior Problems of 
Children and for the post-graduate training of psychiatrists, psychologists 
and psychiatric social workers is of outstanding importance. 

Your committee recommends that the Secretary be instructed to write 
to Mr. Barry Smith of the Commonwealth Fund expressing the gratifica- 
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tion of this Association that such a center has been established and its 
appreciation of the activities of the Commonwealth Fund in this and 
other fields of mental hygiene and psychiatry. 


Present Havitanp.—As no doubt most of the members of the Associa- 
on Resolutions, embodying as it does, the two recommendations directing 
the Secretary to write to Secretary Hoover regarding the matter of uni- 
form statistics and to Mr. Barry Smith of the Commonwealth Fund re- 


garding the newly established Child Guidance Institute. What is your 
pleasure? 


Upon motion duly made and seconded, the report was received 
and the recommendations as made were adopted. 


PresipENT Havitanp.—As no doubt most of the memers of the Associa- 
tion know, this is another joint session. The session this morning is 
under the auspices of the American Psychopathological Association as 
well as The American Psychiatric Association and Dr. Chapman, the 
President of the American Psychopathological Association, will take the 
Chair during the remainder of the scientific session this morning. 


Dr. Chapman took the chair. 


CHAIRMAN CHAPMAN.—The first paper of the scientific session this 
morning is “ Environmental Factors in the Production of Maladjustment 
in Children,” by Dr. Lawson G. Lowrey, of Cleveland, Ohio. 


Dr. Lowrey presented his paper, which was discussed by 
Drs. McCord, Klopp, Menninger, Briggs, Ames and Lowrey in 
closing. 


CHAIRMAN CHAPMAN.—The next paper on the program is “The Psy- 


chiatrist and Mental Deficiency,” by Dr. H. W. Potter of Thiells, New 
York. 


Dr. Potter presented his paper, which was discussed by Drs. 
Brown, McCord, Onuf, Mitchell and Potter in closing. 


CHAIRMAN CHAPMAN.—The next paper on the program is, “ Hysteria 
and the H-R Syndrome of Kretschmer,” by Dr. Edward E. Mayer, of 
Pittsburgh, Pa. 


Dr. Mayer presented his paper. 


CuHarMan CuapMAN.—I thank Dr. Mayer 6n behalf of the Society 
for his presentation. I will now call to the Chair again, Dr. Havi- 
land, retiring President of The American Psychiatric Association, who 
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will conduct this joint session to its close and announce the last paper of the 
morning. 

Before I retire I should like to say that I think we owe Dr. Haviland a 
great deal for the extraordinary manner in which he has conducted the 
affairs of The American Psychiatric Association during the year just ended. 


Dr. Haviland took the Chair. 


PrESIDENT Havitanp.—I will now ask Dr. Harry S. Sullivan to read 
his paper on, “ The Onset of Schizophrenia.” 


Dr. Sullivan read his paper, which was discussed by Drs. Camp- 
bell, Dunton, Reed, Oberndorf, and Sullivan in closing. 


PresIDENT HaviLanp.—Before the Association finally adjourns I would 
like to say, there were 396 Fellows and Members and 376 guests or a total 
of 772 persons who registered for this annual session of The American 
Psychiatric Association. 

As retiring President, and being deprived of the usual privilege of inducting 
into office the incoming President for the ensuing year (which as you 
know is impossible this year owing to the unavoidable absence of Dr. Kline), 
I should like, before adjournment to express my thought that, although 
President, I do think this has been a pre-eminently successful meeting. 
I don’t know of any reason why the President shouldn’t admit the fact. 
I want to call attention to the fact that every paper on the program has 
been presented, not by title, but read, with the single exception of Dr. Jel- 
liffe’s paper which was omitted because of his inability to read it owing 
to acute tonsilitis. I think it is a remarkable record. Equally significant 
is the character of that program. I think there is no more impressive fea- 
ture of this meeting than the fact that now, at one o’clock, at the last 
session, there is this number of people present that I see before me. I mean 
that the quality of the contributions has been consistently high. Certainly, 
Dr. Sullivan’s contribution has kept the level high to the very end. I cannot, 
in my own personal memory, recall where or when we have had such a 
constant maintenance of sustained interest throughout the week as we have 
had this year. 

I think that the session this year also is significant from the standpoint 
which has already been mentioned once or twice, that is, the attempt of 
psychiatric interests to get together. This as you know is the first year 
in which we have had our joint sessions with the bodies which are occupied 
with problems akin and similar to those which interest us as members 
of The American Psychiatric Association. I am sure the profit which will 
accrue from the joint meeting is such that we will wonder why we haven't 
done it before. Next year it is planned to have the same joint meetings. After 
next year, with the new mechanism provided by the constitutional changes 
which you have voted, we will perhaps develop sections of specialized 


but allied interests to those main interests to which the Association gives 
attention. 
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I want, before adjournment, to express my personal appreciation of 
the wonderful support that the President has received from everybody 
concerned. I feel it would be invidious for me to single out any individual 
or special group of individuals, but certainly I must refer to the fact 
that the Program Committee prepared the program and that Harry C. 
Solomon, of Boston, is Chairman, as he has been for the past several years. 
It is quite evident with the experience he has gained, that he knows how 
to prepare a psychiatric program in a manner that cannot be excelled. We 
are all sure of that I know. 

Then again, the Local Committee of Arrangements has worked hard 
and faithfully and I would like now to publicly express my appreciation 
for their efforts. Then, of course, it is commonplace that no president 
amounts to anything without his secretary and the Secretary of this 
Association certainly has been a bulwark in a time of stress. I can 
truthfully say no president of any organization whatsoever ever had more 
genuine help and assistance than I have had from Dr. Bond, our present 
Secretary. 

And now in closing, in giving up the Chair, I can say what I would say 
to Dr. Kline if he were present; in wishing him a successful administration, 
I can wish him no greater fortune than to receive the same kind, helpful, 
sustaining strength and support that I have received from everyone of you. 
I thank you. 


The meeting adjourned at one o'clock. 
D. Bonn, Secretary. 
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jQotes and Comment, 


Tue EicHty-SEcoND ANNUAL MEETING OF THE AMERICAN 
Psycui1atric ASssocIATION.—We present in this issue of the 
JourNAL a full report of the proceedings of the meeting of The 
American Psychiatric Association held in June, 1926, at the 
Waldorf-Astoria Hotel in New York. 

The eighty-second annual meeting of the Association was not 
only both as regards general interest and attendance a most success- 
ful one, but it was unique in that for the first time the Association 
met in conjunction with other associations whose members were 
working in special fields of psychiatric or neurologic work. 

The session on Tuesday afternoon, June 8, was held in con- 
junction with the National Association for the Study of Epilepsy. 

Dr. J. Kirby Collier, of Rochester, N. Y., President of the 
National Association for the Study of Epilepsy presiding during 
the reading and discussion of the three papers contributed by that 
organization, to the programme. 

On the afternoon of June 10, the third day of the meeting, the 
programme was furnished by The American Psychoanalytic Asso- 
ciation which met in conjunction with our Association during this 
session. Dr. Trigant Burrow, of Baltimore, president of The 
Psychoanalytic Association presiding during the reading and dis- 
cussion of the papers. 

The last session of the annual meeting was in conjunction with 
The American Psychopathological Association with Dr. Ross 
McC. Chapman, of Towson, Md., President in the chair. 

The address of the President struck the keynote in its very able 
discussion of Psychiatry and the State, and throughout the papers 
and discussions were of a high order. 

The attendance was unusually large. In his report the Secretary 
stated that the membership on May 31, 1926, was 1262. 

Of these there are 54 life members, 869 fellows and 322 mem- 
bers, a total of 1245, of whom 396 or nearly 32 per cent were 
registered as present at the meeting. In addition there were 376 
guests, a large proportion of whom were physicians and others 
interested in psychiatry, neurology or some department of social 
service. 

What a contrast this presents with the gathering of the thirteen 
founders of the Association at its first meeting in 1844. 


Association and Wospital Wotes and Mews. 


Notice.—The attention of Fellows and Members is called to 
two important matters in the Proceedings of the last meeting of 
The American Psychiatric Association published in this number 
of the Journal. 

The first is the report of the Committee on Legal Aspects of 
Psychiatry on page 369 et seq., and the second is the report of the 
Committee on Reorganization suggesting certain changes in the 
Constitution. 

Both of these important matters will come up for discussion 
and action at the meeting next year. Fellows and Members are 
urged to study these reports and proposed changes in the Consti- 
tution with great care so that the discussion they are sure to pro- 
voke at the next annual meeting may be an intelligent one and the 
action taken be based upon the clear knowledge of what is 
proposed. 

Fellows and Members are requested to write to the Secretary, 
Dr. Bond, expressing their views and making such suggestions as 
may aid the Executive Committee of the Council in forming its 
recommendations to the Council. In the committee report the 
eight suggestions, the seven proposals for immediate action and 
the ten statements of the present attitude of this Association 
should be given serious consideration, one by one. The Council 
must report in detail on these matters at the next meeting. 


In addition comments on the proposed reorganization will be 
welcomed. 


List oF APPLICANTS FOR FELLOWSHIP AND MEMBERSHIP, 1927, 
THE AMERICAN PsyCHIATRIC ASSOCIATION : 


Fred Adams, M. D., New York City, N. Y. 
Sherman Axford, M. D., Lansing, Kans. 

Harry Waldemar Boice, M. D., Kings Park, N. Y. 
Katherine G. Brockman, M. D., Kings Park, N. Y. 
Byron S. Cane, M. D., New York City, N. Y. 
Harry J. Crawford, M. D., Washington, D. C. 

M. D. Cure, M. D., Weston, W. Va. 

Sherwood Dix, M. D., Chillicothe, Ohio. 

Martha Dyer, M. D., Washington, D. C. 
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Julius H. Faribault, M. D., Taunton, Mass. 
Charles R. Gannaway, M. D., Kings Park, N. Y. 
Albert Gaunthier, M. D., Taunton, Mass. 
Diomede Guertin, M. D., Taunton, Mass. 

Milton P. Hill, M. D., Baltimore, Md. 

Livingston S. Hinckley, M. D., Irvington, N. J. 
Robert Hodes, M. D., Baltimore, Md. 

Sarah R. Kelman, M. D., New York City, N. Y. 
Walter M. Kraus, New York, N. Y. 

Fernand Longpre, M. D., Taunton, Mass. 

Leroy M. A. Maeder, M. D., Philadelphia, Pa. 
William Malamud, M. D., Boston, Mass. 

Clyde Slocomb Marshall, M. D., Halifax, N. S. 
John Francis McNeill, M. D., Beacon, N. Y. 
Wm. C. Menninger, M. D., Topeka, Kans. 
Henry S. Mitchell, M. D., Catonsville, Md. 

John J. O'Donnell, M. D., Erie, Pa. 

Frederick Lorimer Patry, M. D., Troy, N. Y. 
Harry J. Pittock, M. D., Palo Alto, Calif. 
Minerva Blair Pontius, M. D., Evansville, Ind. 
John Paul Powers, M. D., Boston, Mass. 

Naomi Raskin, M. D., Taunton, Mass. 

Georges Ravenelle, M. D., Taunton, Mass. 

Harry R. Reynolds, M. D., Northampton, Mass. 
Harry A. Schneidy, M. D., Boston, Mass. 

Fred C. Smith, M. D., Palo Alto, Calif. 

George Stevenson, M. D., New York City, N. Y. 
George Thomas Strother, M. D., Washington, D. C. 
H. Sinclair Tait, M. D., Taunton, Mass. 

Julian M. Wolfshon, M.D., San Francisco, Calif. 
Gregory Zillorrag, M. D., White Plains, N. Y. 


OFFICERS AND COMMITTEES OF THE AMERICAN PSYCHIATRIC 
ASSOCIATION, 1926-27.—The officers of The American Psychiatric 
Association for 1926-27 are as follows: 


George M. Kline, M.D., President...................000-- Boston, Mass. 


Adolf Meyer, M.D., Vice-President.................0000. Baltimore, Md. 
Earl D. Bond, M.D., Secretary-Treasurer............... Philadelphia, Pa. 
COUNCILORS. 

For THREE YEARS. 
New York, N. Y. 
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For Two YEARS. 
William A. White, M.D 


For One YEAR. 
AUDITORS. 
For three years: Frank W. Robertson, M.D............ New York, N. Y. 
For two years: Edward Ryan, M.D..............cecesees Kingston, Ont. 
For one year: L. V. Guthrie, M. D..............0000- Huntington, W. Va. 


Dr. Kline, the President, has announced the following com- 
mittees : 


EXECUTIVE COMMITTEE. 


C. Floyd Haviland, M. D., Chairman.................... New York, N. Y. 

This committee was appointed by the Council at the meeting in New York 
in June last. 


COMMITTEE ON PROGRAM. 


One YEAR. 

Earl D. Bond, M.D., Vice-Chairman................... Philadelphia, Pa. 
Five YEARs. 

Four YEARS 
THREE YEARS 
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COMMITTEE ON ARRANGEMENTS 


E. Armitage Baber, M.D., Chairman...................... Cincinnati, O. 
Thomas A. Ratliff, M.D., Vice-Chairman.................. Cincinnati, O. 
Cincinnati, O. 


COMMITTEE ON STATISTICS. 


Five YEARS. 
_ Albert M. Barrett, M.D., Vice-Chairman............. Ann Arbor, Mich. 
Four YEARS 
Frankewood FE... Williams, BE. New York, N. Y. 
THREE YEARS 
Two YEARS 
One YEAR. 
New York, N. Y. 
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COMMITTEE ON NURSING 


One YEAR. 
Five YEARS 
Four YEARs. 

TureE YEARS, 

Two YEars. 

COMMITTEE ON STANDARDS AND POLICIES. 

One YEAR. 

William A. Bryan, M.D., Chairman...................-. Worcester, Mass. 
Five YEARS 
Four YEARS 
THREE YEARS 
Two YEARS 


COMMITTEE ON ETHICS. 
One YEAR. 


Five YEARS. 
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Four YEARS 

THREE YEARS 

Two YEARS 


COMMITTEE ON LEGAL ASPECTS OF PSYCHIATRY. 


One YEAR. 

Karl A. Menninger, M.D., Chairman...............00.000 Topeka, Kans. 
Wm. A. White, M. D., Vice-Chairman................. Washington, D. C. 
Five YEARS 
Four YEARS 
THREE YEARS 
New York, N. Y. 
Boston, Mass. 
Two YEARS 


COMMITTEE ON PUBLICITY. 
One YEAR. 
Thomas A. Ratliff, M. D., Chairman 


Five YEARS 

New York, N. Y. 
Four YEARS. 

THREE YEARS 
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COMMITTEE ON RESEARCH. 


One YEAR. 

Louis Casamajor, M. D., Chairman...............-..045 New York, N. Y. 
Five YEARS 
New York, N. Y. 
Four YEARS. 

THREE YEARS. 

Two YEARS. . 
COMMITTEE ON MEDICAL SERVICES. 
One YEAR. 

Clarence O. Cheney, M.D., Chairman....................... Utica, N. Y. 
Five YEARS. 
Catonsville, Md. 
Four YEARS 
THREE YEARS 
Two YEARS 


COMMITTEE TO CONFER WITH AMERICAN NEUROLOGICAL 
ASSOCIATION. 


C. Floyd Haviland, M. D., Chairman.................... New York, N. Y. 


Book Review. 


Technik der Psychoanalyse. Volume I. Die Analytische Situation Illus- 
triert an der Traumdeutingstechnik. By Otto Rank. (Leipzig and 
Vienna: Franz Deuticke, 1926.) 


The volume that has just been published, on the analytic situation illus- 
trated by the technique of interpretation of dreams, is the first part of a 
comprehensive treatise and is to be followed by volumes on the constructive 
elements and on the analysis of the analyst. The detailed and technical 
presentation of the subject is written specially for the practicing analyst who 
is familiar with the theories; and no attempt, therefore, is made to insert 
the explanations and qualifications that would be needed to make the book 
useful to a wider public with a general scientific interest in the subject. 

As Dr. Rank states in the first, theoretical section of the book, no complete 
treatise on analytic technique has yet been written. Freud himself has pub- 
lished only essays on particular difficulties. One reason for this fact Rank 
finds in the history of the psychoanalytic method, which was first used by 
Freud to investigate the unconscious psychical life before the results of this 
research could be fully applied to therapy. The transference was used by 
Freud as an essential means of cure; but Freud saw in the transference 
chiefly a repetition of the affective relations to the parents, the analyst 
playing essentially the father’s role. Rank’s discovery of the fundamental 
importance of the child-mother libidinal relation in life, and therefore in 
analysis, has deepened the idea of transference and consequently has modi- 
fied the technique. Rank shows that the analyst, quite independently of sex, 
inevitably becomes the mother for the unconscious of the person who comes 
to the analysis wishing to compensate for the lost paradise by forming a 
new child-mother attachment. The C£dipus trauma can no longer be re- 
garded as the nuclear complex in Freud’s sense. When, in both sexes, the 
love for the father is seen to be an experience that is secondary in time and 
intensity to the psycho-biological mother bond, it is no longer possible to 
give to the father the importance ascribed to him by Freud in the C2dipus 
complex, in social and religious history and in the analytic transference. 

The child’s pain at learning to live without winning the parent of the 
opposite sex from the rival parent as a lover has a traumatic and neurotic 
effect only if it is preceded by the traumatic libido-fixing pain of learning 
to live outside the mother’s body, to feed itself, to walk alone, and to bear 
the sight of other children sharing the mother’s love. If the libido was 
imperfectly displaced from the mother’s body and the infant’s mouth to new 
zones and interest, there will be too much anxiety and guilt at the Cdipus 
phase to enable the child to form the pattern for a satisfying heterosexual 
love life and a healthy character development of the ego. 
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In harmony with this view of libido development, Rank first analyses the 
mother transference and is then able to use the father transference as a 
means of building up the real ego in the second stage of the analysis, when 
the patient has overcome the deepest resistance and is beginning to identify 
with the analyst in his scientific approach to the unconscious wishes, and to 
accept the prospect of trusting the critical insight of his own ego without 
the analytic support. For Rank the chief aim of analysis is no longer the 
removal of resistances to the discovery of historical material from the 
(Edipus situation and the maintenance of an otherwise unanalysed father 
transference until this task is complete. The classical Freudian technique 
tends to a needless prolongation of the analysis and runs the risk of dis- 
missing the patient with an imperfectly analysed, unbroken transference, 
because its essential component—the mother attachment—is loosened too little 
and too late. The immense technical advance and therapeutic gain made 
possible by Rank’s discovery can best be left by those who have worked 
with both methods. Failure was bound to follow Ferenczi’s attempt to com- 
promise by clinging to the presuppositions of Freud and yet using Rank’s 
method of fixing the end of the analysis in advance. Rank shows that his 
technique can be applied only on the presupposition that the real experience 
of the patient in the analytic situation gives the essential material on which 
the analyst must work. By his emphasis on the analytic situation, Rank’s 
technique is clearly distinguished from Freud’s stress on the discovery and 
memory of the individual history, from Jung’s stress on the phylogenetic and 
anagogic, and from Stekel’s stress on the current situation and reliance on 
fixed symbol interpretations. 

The theoretical section of the volume is followed by a larger and detailed 
practical section, which not only sets forth much interesting material in 
support of the author’s new theories, but also contains dream sequences 
from analyses to illustrate the technique of dream interpretation in relation 
to the analytic situation and to the therapeutic problem. This part of the 
work, when read along with the author’s Eine Neurosenanalyse in Triumen, 
forms the needed practical counterpart to Freud’s /nterpretation of Dreams, 
which is chiefly concerned with discovery and theory. By giving some asso- 
ciations to the dreams and a sketch of the kind and degree of resistance and 
transference, the nature of che complexes, and the actual conflicts at the 
moment, Rank enables the reader to see how the dreams are embedded in 
the ensemble of the neurosis and the personality. The interpretations and 
comments show how this understanding can be used for therapeutic pur- 
poses with a minimum of technical explanation to the patient. The analyst 
knows what course the analysis must take, and therefore avoids the delay 
implied by the work of discovery of deeply repressed historical memory 
material from earliest childhood. By analyzing promptly and successfully 
the mother and father transferences, Rank shows how all the necessary 
material from the past is set free to emerge and to be analyzed in its 
proper order, so that at the end the current conflicts can be dealt with in a 
relatively pure form after the loosening of the primary fixations. 


[| 
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From the wealth of illuminating detail and indispensable technical informa- 
tion contained in these chapters, we must be content to draw attention to the 
new matter with reference to “the first step,” the analytic family, and the 
family tree in the analytic situation, at the infantile stage and in the historical 
projection in the beliefs about the tree of life, and so forth. A specially 
interesting example is the dream of the wolves sitting on the tree pictured in 
Freud’s historical interpretation by a convincingly clear explanation of the 
dream and its thoughts from the analytic situation in Freud's office. 

CaveNDISH Moxon. 

San Francisco. 


In Memoriam. 


HENRY RUST STEDMAN. 


Dr. Henry Rust Stedman died at his home in Brookline, Feb- 
ruary 19, 1926. 

Dr. Stedman was born in Boston, September 19, 1849, the son 
of Dr. Charles H. Stedman, one of the thirteen founders of the 
Association of Medical Superintendents of American Institutions 
for the Insane now The American Psychiatric Association, and 
Lucy (Ingalls) Stedman. His paternal grandfather, maternal 
uncle (Dr. William Ingalls), and his bother (Charles Ellery) were 
practicing physicians. 

He fitted for college at the Boston Latin School and graduated 
from Harvard College in 1871, and from the Harvard Medical 
School in 1875. He served as house officer in the Massachusetts 
General Hospital, the Boston City Hospital, and the Boston 
Lying-in Hospital. 

With the exception of a brief period spent in general practice 
his entire professional life was devoted to the care and interests of 
the mentally ill. 

His first experience in his special field was gained at the Danvers 
Hospital, where he was assistant superintendent. 

To gain further knowledge in his chosen branch he went abroad 
and served as assistant at the Edinburgh Royal Asylum and the 
West Riding Asylum in Yorkshire. This experience widened his 
vision and was a cause of great satisfaction to him, meeting, as 
he did, the then leaders of psychiatry in Great Britain. 

After this tutelage of many years in studying the many problems 
in psychiatry, he opened, in 1884, a high grade hospital for the care 
of mental cases in Boston. Not satisfied with housing his patients 
in dwellings not designed for the purpose, in a few years he planned 
and built a modern group of buildings just over the boundary in 
the town of Brookline, which he called Bournewood. Here for 
many years he gave those under his care that devoted and pains- 
taking attention so characteristic of him. 
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But his interest in psychiatry did not stop with the care of those 
in his own houses. He was in the forefront for years in the many 
measures adopted in Massachusetts for the betterment of the 
mentally afflicted. He was a familiar and welcome visitor at the 
State House, where he advised concerning the laws and means for 
the better care of the unfortunate. 

Having observed in Scotland the operation of family care for 
the insane, he was, with the aid of others, responsible for its 
adoption in Massachusetts in 1886. 

Later he was a tireless worker in inducing the commonwealth 
to adopt the policy of “ state care” for the insane, probably up 
to that time the most notable reform made in that line. 

In 1892 he was made trustee of the Taunton State Hospital by 
Governor Russell, and he served in that capacity for 22 years. 
His was not a perfunctory service. He was most faithful in his 
visits and constantly alert to raise the standards of care given 
the wards of the state. He was interested in establishing a training 
school for nurses and further, advocated more individual care of 
patients. He urged the adoption of a social service department 
for the hospital and was interested in the after care of the insane 
and wrote upon the subject. He did much to establish laboratory 
and research work in the hospital. He was a believer in employment 
as a therapeutic measure. His influence did much to give that 
hospital a certain individuality. 

He was not one to remain satisfied with things as they are. 
His position made him familiar with the problem of the epileptic 
and in company with Dr. William Bullard he established the 
Munson State Hospital for the care of epileptics. As he could 
not be a trustee of the new hospital and retain the trusteeship at 
Taunton, his wife, Mabel W. Stedman, was made a trustee of the 
Munson Hospital. He was greatly interested in its successful 
operation. 

In 1909 Governor Guild appointed him on the State Commission 
to revise and codify the laws of Massachusetts. This was perhaps 
the most noteworthy of his many contributions to the public 
welfare. 

He was one of the Executive Committee of the Massachusetts 
Society for Mental Hygiene and a member of the National Com- 
mittee. He was a member of the American Neurological Associa- 
tion, serving as the president in 1906. 
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He was a member of the Boston Society of Psychiatry and 
Neurology from its beginning and was its president in 1900. 

He was also a member of The American Psychiatric Associa- 
tion, having, we believe, the distinction of being the only direct 
descendant of an original member and founder in the Association ; 
the New York Psychiatric Society; the New England Society of 
Psychiatry, its president in 1913; of the American Medical Asso- 
ciation ; and the Massachusetts Medical Society and others. 

His writings were mostly in the form of papers which were 
read at the meetings of the various societies and covered the sub- 
jects of after care of the insane, mental nursing, the need of popu- 
lar lectures on insanity. He assisted in the compiling of articles 
upon insanity in Wood’s Reference Handbook. 

He devoted all his time, strength, and interest to the subjects of 
psychiatry. His ideals were high and he accomplished much for 
the recognition of psychiatry by the medical world. Failing health 
and advancing years led him to retire from active professional work 
a few years ago. He was a genial, unselfish neighbor, friend, and 
colleague. He had little time for interest in affairs not connected 
with his chosen profession. 

In 1879 he married Miss Mabel Weiss. Her rare good judgment 
and deep sympathy with her husband in the varied interests of his 
life work were of the utmost assistance to him. This stimulating 
cooperation lasted up to the time of her death in 1917. He is sur- 
vived by a son, John W. Stedman, of Morristown, N. Y., and two 
daughters, Mrs. Albert Hale and Miss Anne B. Stedman, of 
Brookline. 


Epwarp B. LANE. 
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Appointments, Resignations, Cte. 


Note.—In order that the semi-annual lists of appointments and resignations may be 
as complete and correct as possible it is requested that notices of such be sent promptly 
to Dr. William R. Dunton, Jr., Harlem Lodge, Catonsville, Md. 


AcKLEY, Dr. Samvet Breck, formerly on the staff of the Waukesha (Wis.) Sanitarium, 
died June 2, 1926, aged 59, of intestinal obstruction. 

Avams, Dr. Greorce S., Superintendent of Yankton State Hospital at Yankton, S. D., 
was tendered a reception July 1, 1926, by the employees of the hospital, it being the 
completion of his twenty-fifth year of service. 

ApLEeMAN, Dr. Saran, Assistant Physician at Hudson River State Hospital at Pough- 
keepsie, N. Y., transferred to Brooklyn State Hospital at Brooklyn, N. Y., March 31, 
1926. 

AnperRson, Dr. Cyrus H., formerly Superintendent of Anna State Hospital at Anna, 
Ill., appointed Superintendent of Watertown State Hospital at East Moline, Ill. 
Anperson, Dr. Florence M., Medical Interne at Kings Park State Hospital at Kings 

Park, N. Y., resigned February 16, 1926. 

Baker, Dr. Amos T., Medical Superintendent of the New York State Reformatory for 
Women at Bedford Hills for five years, appointed Psychiatrist at New York State 
Prison at Sing Sing. 

Baker, Dr. Grace, Assistant Physician at Harlem Lodge at Catonsville, Md., appointed 
Medical Interne at Henry Phipps Psychiatric Clinic of Johns Hopkins Hospital at 
Baltimore, Md. 

Barr, Dr. Curistie A., Medical Interne at St. Lawrence State Hospital at Ogdensburg, 
N. Y., resigned June 30, 1926. 

Betcuer, Dr. Ausry C., Medical Interne at Brooklyn State Hospital at Brooklyn, N. Y., 
promoted to Assistant Physician January 1, 1926, and resigned March 31, 1926. 
BELLINGER, Dr. CLarENCE H., Senior Assistant Physician at Binghamton State Hospital 
at Binghamton, N. Y., appointed Clinical Director at Utica State Hospital at Utica, 

N. Y., June 30, 1926. 

Berc, Dr. Louis, Assistant Physician at Manhattan State Hospital at Wards Island, 
N. Y., resigned April 14, 1926. 

Berman, Dr. Harotp H., appointed Medical Interne at St. Lawrence State Hospital at 
Ogdensburg, N. Y., January 1, 1926, and promoted to Assistant Physician March 19, 
1926. 

Berry, Jerome F., for many years Senior Assistant in Charge of Department for Men, 
Kalamazoo, Mich., State Hospital, resigned July 1, 1926. 

Bicetow, Dr. Rena M., appointed Assistant Physician at Utica State Hospital at Utica, 
N. Y., April 1, 1926. 

Buss, Dr, Georce S., Superintendent of Waimano Home, Hawaii, appointed Superin- 
tendent of the Pacific Colony, a new institution for the feebleminded at Spadra, 
Southern California. 

Bioom, Dr. Henry R., Medical Interne at Middletown State Homeopathic Hospital at 
Middletown, N. Y., promoted to Assistant Physician June 1, 1926. 

Bowes, Dr. Joun J., Assistant Superintendent of Central State Hospital for the Insane 
at Waupun, Wis., resigned. 

Brown, Dr. Joun F., Superintendent of Central State Hospital for the Insane at 
Waupun, Wis., resigned on account of ill health. 

Brucu, Dr. Micuaet, Medical Interne at Manhattan State Hospital at Wards Island, 
N. Y., promoted to Assistant Physician January 15, 1926. 

Burorp, Dr. Georce Hanrorp, formerly Professor of Nervous and Mental Diseases at 
the University of Tennessee, died July 10, 1926, aged 72, of heart disease. 

Butcer, Dr. Craic D., appointed Medical Interne at Manhattan State Hospital at Wards 
Island, N. Y., March 1, 1926, resigned April 15, 1926. 
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Campana, Dr. Georce F., Medical Interne at Middletown State Homeopathic Hospital 
at Middletown, N. Y., resigned April 30, 1926. 

CastNER, Dr. CHARLES W., appointed Superintendent of Wichita Falls State Hospital 
at Wichita Falls, Texas. 

CueneEy, Dr. Crarence O., Assistant Superintendent of Utica State Hospital at Utica, 
N. Y., appointed Superintendent of Hudson River State Hospital at Poughkeepsie, 
N. Y., June 1, 1926. 

Cueney, Dr. Mary J., Medical Interne at St. Lawrence State Hospital at Ogdensburg, 
N. Y., promoted to Assistant Physician May 22, 1926. 

CurisTIanson, Dr. Burpette M., appointed Medical Interne at Manhattan State Hos- 
pital at Wards Island, N. Y., April 1, 1926. 

Conen, Dr. Donatp W., appointed Assistant Physician at Buffalo State Hospital at 
Buffalo, N. Y., July 1, 1926. 

ConstaB_e, Dr. Kate, Medical Interne at Manhattan State Hospital at Wards Island, 
N. Y., resigned May 13, 1926. 

Corcoran, Dr. Epwarp J., Assistant Physician at Manhattan State Hospital at Wards 
Island, N. Y., resigned May 20, 1926. 

CoyLe, Dr. Witttam E., appointed Assistant Physician at Brooklyn State Hospital, 
Creedmoor Division, May 17, 1926, and left without notice June 1, 1926. 

Crait, Dr. Frankiin H., Superintendent of New Mexico Insane Asylum at Las Vegas, 
resigned. 

Crossman, Dr. Epcar O., Medical Director of the U. S. Veterans’ Bureau at Wash- 
ington, D. C., appointed Superintendent of U. S. Veterans’ Bureau Hospital for 
Mental and Nervous Diseases at West Roxbury, Mass. s 

CummMInG, Dr. Gorvon S., appointed Medical Interne at Central Islip State Hospital at 
Central Islip, N. Y., June 15, 1926. 

Cure, Dr. Mortimer D., appointed Superintendent of Weston State Hospital at Weston, 
W. Va. 

Dayton, Neri A., Assistant Superintendent of Wrentham State School at Wrentham, 
Mass., appointed Assistant to the Commissioner of Mental Diseases, State House, 
Boston, Mass. 

Dennes, Dr. Biancue, Senior Assistant Physician at Hudson River State Hospital at 
Poughkeepsie, N. Y., granted leave of absence May 31, 1926. 

Desmarals, Dr. Micuet F., appointed Superintendent of New Mexico Insane Asylum 
at Las Vegas. 

Deyett, Dr. Joun S., Medical Interne at Willard State Hospital at Willard, N. Y., 
resigned June 30, 1926. 

Ditton, Dr. Mary ALLEN, appointed Assistant Physician at St. Lawrence State Hos- 
pital at Ogdensburg, N. Y., January 1, 1926. 

Dunspar, Dr. CLarence A., appointed Dental Interne at Willard State Hospital at 
Willard, N. Y., June 1, 1926. 

Durnam, Dr. W. W., Superintendent of Western State Hospital at Hopkinsville, Ky., 
transferred to Central State Hospital at Lakeland, Ky. 

Dwyer, Dr. Frank, appointed Assistant Superintendent of the Western State Hospital 
at Fort Steilacoom, Wash. 

ELuincswortH, Dr. JosepH H., Superintendent of Watertown State Hospital at East 
Moline, Ill., transferred to Alton State Hospital at Alton, IIl. 

Etuiott, Dr. W. M., Superintendent of Central State Hospital at Lakeland, Ky., trans- 
ferred to State Institution for the Feebleminded at Frankfort, Ky. 

Epstein, Dr. JosepH, appointed Assistant Physician at White Oak Farm at Pawling, 
N. Y., April 1, 1926. 

Fast, Dr. Witttam S., Superintendent of Hastings State Hospital at Ingleside, Neb., 
died June 27, 1926, aged 60, of pulmonary cedema. 

Feraca, Dr. JosepH, Medical Interne at Manhattan State Hospital at Wards Island, 
N. Y., was dropped from the staff May 1, 1926. 

Fercuson, Dr. Wittiam G., of Ann Arbor, Mich., awarded a fellowship in neuro- 
psychiatry at the University of Pennsylvania Graduate School of Medicine. 

Fottweiver, Dr. Rosert A., Medical Interne at Gowanda State Homeopathic Hospital 
at Helmuth, N. Y., resigned March 16, 1926, to enter private practice. 
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Froomess, Dr. Sara A., Assistant Physician at Utica State Hospital at Utica, N. Y., 
transferred to Hudson River State Hospital at Poughkeepsie, N. Y., June 30, 1926. 

Givens, Dr. JoHn W., Superintendent of Northern Idaho Sanitarium at Orofino, 
resigned. 

Gop, Dr. SoLtomon, appointed Medical Interne at Kings Park State Hospital at Kings 
Park, N. Y., January 1, 1926, and resigned March 6, 1926. 

GoLpscHLAGER, Dr. ABRAHAM J., appointed Medical Interne at Kings Park State Hos- 
pital at Kings Park, N. Y., June 10, 1926, 

GuTuriez, Dr. Rirey H., Junior Assistant Physician at State Hospital for Mental Dis- 
eases at Little Rock, Ark., resigned to enter private practice at Walnut Ridge, Ark. 

Harrincton, Dr. ArtHuR H., Superintendent of State Hospital for Mental Diseases at 
Howard, R. L., resigned after 19 years’ service. 

Havivcanp, Dr. C. FLoyp, Chairman of New York State Hospital Commission, appointed 
Superintendent of Manhattan State Hospital at Wards Island, N. Y., July 1, 1926. 

Hetpt, Dr. Tuomas J., Physician in Charge of the Neuropsychiatric Division of the 
Henry Ford Hospital at Detroit, Mich., spoke on “‘ The Neuropsychiatric Im- 
portance of the Personality Reactions of Mental Defectives”’ at the fiftieth annual 
meeting of the American Association for the Study of the Feebleminded at Toronto, 
June 3, 1926. 

Horn, Dr. STANLEY, appointed Medical Interne at Manhattan State Hospital at Wards 
Island, N. Y., February 1, 1926. 

Hovze, Dr. Harry G., Assistant Physician at St. Lawrence State Hospital at Ogdens- 
burg, N. Y., resigned March 10, 1926, to accept a position in the Pennsylvania 
Tuberculosis Sanitarium at Cresson, Pa, 

Howarp, Avams BaliLey, formerly Superintendent of Cleveland State Hospital at Cleve- 
land, Ohio, died April 1, 1926, aged 66, of pneumonia. 

Howarp, Dr. Ruopa L., appointed Assistant Physician at Hudson River State Hospital 
at Poughkeepsie, N. Y., January 20, 1926. 

Hurr, Dr. Georce D., appointed Assistant Physician at Brooklyn State Hospital at 
Brooklyn, N. Y., June 23, 1926. 

Huntincton, Dr. Patrick H., appointed Assistant Physician at Hudson River State 
Hospital at Poughkeepsie, N. Y., April 1, 1926, and resigned April 8, 1926. 

Jacoss, Dr. Ropert H., Assistant Physician at Jacksonville State Hospital at Jackson- 
ville, Ill., resigned to enter private practice in Metropolis, Ill. 

Jacosson, Dr. Jacos, appointed Medical Interne at Kings Park State Hospital at Kings 
Park, N. Y., May 1, 1926. 

Jamieson, Dr. Geratp R., of the Hudson River State Hospital staff, appointed Con- 
sulting Psychiatrist of St. Francis Hospital at Poughkeepsie, N. Y. 

Jevurre, Dr, Smitu E., Visiting Neurologist to the City Hospital of New York City, 
has been made a corresponding member of the Vienna Society of Psychiatry and 
Neurology. 

Jenkins, Dr. Atsert L., of Indianapolis, Ind., awarded a fellowship in neuropsychiatry 
at the University of Pennsylvania Graduate School of Medicine. 

Keassey, Dr. Louisa E., Medical Interne at Binghamton State Hospital at Binghamton, 
N. Y., promoted to Assistant Physician April 1, 1926. 

Kenpe, Dr. T. Norsert, Medical Interne at Manhattan State Hospital at Wards Island, 
N. Y., promoted to Assistant Physician April 1, 1926. 

Korver, Dr. Fanny, appointed Medical Interne at Central Islip State Hospital at Central 
Isiip, N. Y., February 2, 1926. 

Krom, Dr. A., appointed Medical Interne at Central Islip State Hospital at Central 
Islip, N. Y., February 11, 1926. 

KueunNer, Dr. WitForp C., Medical Interne at Willard State Hospital at Willard, N. Y., 
resigned June 30, 1926. 

LaMar, Dr. Norvette C., of Indianapolis, Ind., awarded a fellowship in neuro- 
psychiatry at the University of Pennsylvania Graduate School of Medicine. 

LanpssporouGH, Dr. ArnoLtp M., Medical Interne at Willard State Hospital at Willard, 
N. Y., resigned June 30, 1926. 

LarLume, Dr. Atspert A., Medical Interne at Binghamton State Hospital at Bing- 
hamton, N. Y., resigned June 30, 1926, to engage in private practice in Connecticut. 

Logie, Dr. Benjamin Rusu, Physician in Charge of Chevy Chase Sanitarium at Chevy 
Chase, D. C., died April 12, 1926, aged 58, of arteriosclerosis. 
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Luro, Dr. Cart W., Assistant Physician at Brooklyn State Hospital at Brooklyn, N. Y., 
resigned May 8, 1926. 

McCoo, Dr. T. Rosert, Medical Interne at Middletown State Homeopathic Hospital 
at Middletown, N. Y., promoted to Assistant Physician June 1, 1926. 

McGinn, Dr. Wittiam J., Medical Interne at Kings Park State Hospital at Kings 
Park, N. Y., resigned April 16, 1926. 

McKetway, Dr. Joun I., formerly Assistant Superintendent of Western State Hos- 
pital at Fort Steilacoom, Wash., appointed Superintendent of Northern Idaho 
Sanitarium at Orofino. 

McManus, Dr. James, Medical Interne at Manhattan State Hospital at Wards Island, 
N. Y., resigned January 15, 1926. 

McNavucuton, Dr. Peter, Medical Superintendent of Ontario Hospital for the Insane 
at Brockville, died March 7, 1926, of pneumonia, aged 67. 

McNett, Dr. Joun F., Senior Assistant Physician at Central Islip State Hospital at 
Central Islip, N. Y., appointed First Assistant Physician at Matteawan State Hos 
pital at Beacon, N. Y., January 16, 1926. 

Manasse, Dr. Henry, Medical Interne at Kings Park State Hospital at Kings Park, 
N. Y., resigned March 25, 1926. 

Maxwe LL, Dr. Joun B., appointed Assistant Physician at Northern Hospital for the 
Insane at Logansport, Ind. 

Meyer, Dr. Avotr, Professor of Psychiatry at Johns Hopkins University, spoke at a 
luncheon held at the Hotel Sherman, Chicago, April, 1926, by the friends of the 
Institute for Juvenile Research. 

Micwaets, Dr. ApraHaM J., Medical Interne at Middletown State Homeopathic Hos- 
pital at Middletown, N. Y., resigned March 31, 1926. 

Montoomery, Dr. Wittiam H., Senior Assistant Physician in Charge of the Women’s 
Reception Service, who has been in state hospital work for nearly 25 years, and 
was a member of the staff of Willard State Hospital at Willard, N. Y., for 22 years, 
died suddenly March 28, 1926. 

Morter, Roy A., Assistant Physician, Kalamazoo, Mich., State Hospital, promoted to 
Assistant Superintendent. 

Murpvock, Dr. James Muirneap, Superintendent of State Training School for Feeble- 
minded at Polk, Pa., resigned after 30 years service. 

Naccarati, Dr. Sante, Assistant Professor of Neurology at New York Post-Graduate 
Medical School, died August 12, 1926, in Italy, from injuries received in an auto- 
mobile accident. 

Nasu, Dr. Nicuotas, Medical Interne at Manhattan State Hospital at Wards Island, 
N. Y., was dismissed from the hospital March 11, 1926. 

Natu, Dr. Morris, Assistant Physician at Middletown State Homeopathic Hospital at 
Middletown, N. Y., resigned May 31, 1926. 

Neety, Dr. James J., formerly Superintendent of Western State Hospital at Bolivar, 
Tenn., died May 6, 1926, aged 76. 

Nessitt, Dr. ExizaBeTH, appointed Medical Interne at Kings Park State Hospital at 
Kings Park, N. Y., January 1, 1926. 

Oven, Dr. Joun W., for eight years on the staff of the Georgia State Sanitarium at 
Milledgeville, appointed to the staff of the Children’s Hospital for the Feeble 
Minded at Augusta, Ga. 

O’Donnett, Dr. Leo P., appointed Medical Interne at St. Lawrence State Hospital at 
Ogdensburg, N. Y., April 1, 1926. 

Parsons, Dr. FrepERICK W., Superintendent of Buffalo State Hospital at Buffalo, N. Y., 
appointed Medical Member and Chairman of the New York State Hospital Com- 
mission July 1, 1926. 

Patry, Dr. Freperick L., Assistant Physician at Utica State Hospital at Utica, N. Y., 
resigned May 31, 1926. 

Paut, Dr. Francis, Medical Interne at Manhattan State Hospital at Wards Island, 
N. Y., was dropped from the staff May 20, 1926. 

Payne, Dr. Cuartes R., Medical Interne at Utica State Hospital at Utica, N. Y., 
resigned March 1o, 1926. 

Pearson, Dr. Hevena B., appointed Assistant Physician at Central Islip State Hospital 
at Central Islip, N. Y., June 7, 1926. 
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Pick, Dr. Eucene, Medical Interne at Kings Park State Hospital at Kings Park, N. Y., 
resigned January 22, 1926. 

Prxiey, Dr. Georce S., Medical Interne at St. Lawrence State Hospital at Ogdensburg, 
N. Y., promoted to Assistant Physician March 24, 1926. 

Porter, Dr. Wititiam C., Medical Corps, U. S. Army, for past two years Chief of 
Neuropsychiatric Service at Sternberg General Hospital, U. S. Army, Manila, P. L., 
and advisor to committee in charge of construction of new insular hospital for the 
insane, has been transferred to the neuropsychiatric service at Walter Reed General 
Hospital, Washington, D. C. 

Pratt, Dr. Georce K., of the National Committee for Mental Hygiene, addressed the 
fiftieth annual meeting of the American Association for the Study of the Feeble- 
minded at Toronto, June 3, 1926, on “‘ The Application of Mental Hygiene Methods 
to the Feebleminded.” 

Pratt, Dr. James Guy, Senior Assistant Physician at Brooklyn State Hospital at 
Brooklyn, N. Y., died suddenly July 4, 1926, of acute heart failure. 

PriestmMaNn, Dr. Gorpvon, Pathologist at St. Lawrence State Hospital at Ogdensburg, 
N. Y., transferred to Kings Park State Hospital at Kings Park, N. Y., June ts, 
1926. 

Prout, Dr. Curtis, appointed Medical Interne at Manhattan State Hospital at Wards 
Island, N. Y., January 4, 1926. 

Raynor, Dr. Mortimer W., Superintendent of Kings Park State Hospital at Kings 
Park, N. Y., appointed Superintendent of Bloomingdale Hospital at White Plains, 

Reity, Dr. Jonn A., Superintendent of Southern California State Hospital at Patton, 
died. 

Rossins, Dr. Freperick C., reappointed in charge of mental hygiene at Cornell Uni- 
versity at Ithaca, N. Y. 

Rosinson, Dr. Bruce B., Chief of Cleveland Child Guidance Clinic, resigned March 1, 
1926, to become Director of Child Guidance Department of the public school 
system of Newark, N. J. 

Roccas, Dr. Strattis, appointed Medical Interne at Kings Park State Hospital at Kings 
Park, N. Y., June 19, 1926. 

Rocers, Dr. Henry W., appointed Physician in Charge of Lloyd Hospital for Mental 
Patients, March 1, 1926. 

Rosaria, Dr. SALVATORE, appointed Medical Interne at Central Islip State Hospital 
at Central Islip, N. Y., April 5, 1926. 

Rosentuat, Dr. JoserH, appointed Medical Interne at Kings Park State Hospital at 
Kings Park, N. Y., June 27, 1926. 

RotuscuHiLp, Dr. Kart, Medical Interne at Kings Park State Hospital at Kings Park. 
N. Y., resigned January 25, 1926. 

Rowtanp, Dr. Epwarp A., appointed Senior Assistant Physician at Kings Park State 
Hospital at Kings Park, N. Y., January 1, 1926. 

RucGies, Dr. ArtHurR H., Superintendent of Butler Hospital at Providence, R. L., 
addressed the Massachusetts Psychiatric Society at the Boston Psychiatric Hospital 
March 31, 1926, on “*‘ Mental Hygiene and the College Student.” 

Russett, Dr. Witttam L., Superintendent of Bloomingdale Hospital at White Plains, 
N. Y., appointed General Director of Psychiatric Work of the Society of the New 
York Hospital. 

Sacow, Dr. JoserH, appointed Medical Interne at Brooklyn State Hospital at Brooklyn, 
N. Y., June 17, 1926. 

Satmon, Dr, Tuomas W., Professor of Psychiatry at Columbia University College of 
Physicians and Surgeons, New York, delivered an address at the one hundred and 
seventy-fifth anniversary of the Pennsylvania Hospital. 

Suarer, Dr. Rupotrpn J., Pathologist at Kings Park State Hospital at Kings Park, 
N. Y., resigned April 1, 1926. 

Siwe.t, Dr. SamueEt, appointed Medical Interne at Kings Park State Hospital at Kings 
Park, N. Y., June 15, 1926. 

Dr. TuHeopore Senior Assistant Physician at Central Islip State 
Hospital at Central Islip, N. Y., died suddenly April 25, 1926, of chronic myo- 
carditis, aged 50. 
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Sincer, Dr. Harotp Dovucras, resigned as Medical Director of the Lllinois Society for 
Mental Hygiene. On April 9, 1926, he lectured on “ Behavior Difficulties of 
Adolescents and Adults *’ at a meeting held in Springfield, Ill., under the auspices of 
the Springfield Council of Social Agencies. 

S.eyster, Dr. L. Rocx, Medical Superintendent of Milwaukee Sanitarium at Wauwatosa, 
Wis., addressed the Eighth Councilor District Medical Society June 24, 1926, at 
Kelly Lake, Wis., on “‘ Nervous and Mental Disorders in General Practice.” 

Smitu, Dr. Groves Brake, Assistant Neuropsychiatrist at Henry Ford Hospital at 
Detroit, Mich., spoke on ‘ Cerebral Accidents of Childhood—Their Relation to 
the Problems of Mental Deficiency ”’ at the fiftieth annual meeting of the American 
Association for the Study of the Feebleminded, at Toronto, June 3, 1926, 

Speare, Dr. Georce A., appointed Medical Interne at Kings Park State Hospital at 
Kings Park, N. Y., February 3, 1926, and resigned March 4, 1926. 

Spector, Dr. NatHan M., appointed Medica] Interne at Kings Park State Hospital at 
Kings Park, N. Y., March 31, 1926. 

Stein, Dr. N. E., Medical Interne at Central Islip State Hospital at Central Islip, N. Y., 
promoted to Assistant Physician March 17, 1926. 

Srevart, Dr. Georce H., Physician in Charge of Relay Sanitarium at Relay, Md., 
resigned. 

Stittman, Dr. I. W., appointed Medical Interne at Central Islip State Hospital at 
Central Islip, N. Y., January 23, 1926, 

Stinson, Dr. Harry Cray, formerly Superintendent of State Hospital for Nervous 
Diseases at Little Rock, Ark., died June 15, 1926, aged 72, of heart disease. 

Stone, Dr. R. G., Senior Assistant Physician at New Jersey State Hospital at Trenton, 
promoted to Clinical Director, October 15, 1925. 

Strecker, Dr. Epwarp A., Medical Director at Department for Mental and Nervous 
Diseases of the Pennsylvania Hospital at Philadelphia, Pa., addressed the Camden 
City Medical Society May 11, 1926, on “‘ The Psychology of the Normal Child.” 

SyBico, Dr. Gricerio D., Medical Interne at Middletown State Homeopathic Hospital 
at Middletown, N. Y., resigned May 19, 1926. 

Sytvester, Dr. Wittiam E., Physician in Charge at Knickerbocker Hall at Amityville, 
N. Y., resigned April 1, 1926. 

Taytor, Dr. Tuomas L., Superintendent of Institute for Feebleminded at Frankfort, 
Ky., resigned to accept a position in Hawaii. 

Tuomas, Dr. CLayton H., Assistant Physician at Buffalo State Hospital at Buffalo, 
N. Y., resigned March 31, 1926, to enter private practice. 

TreNTzscuH, Dr. Puitip J., appointed Psychiatrist at Culver Military Academy at 
Culver, Ind. 

Tycett, Dr. Grenn H., appointed Assistant Physician at Anna State Hospital at 
Anna, IIl. 

Tyier, Dr. Dorsey Goopwin, Medical Interne at Brooklyn State Hospital at Brooklyn, 
N. Y., resigned March 12, 1926. 

Wacconer, Dr. Raymonp W., of Philadelphia, Pa., awarded a fellowship in neuro- 
psychiatry at the University of Pennsylvania Graduate School of Medicine. 

Warkins, Dr. Harvey M., Director of the Division of Feebleminded in the Department 
of Mental Diseases of Massachusetts, appointed Superintendent of State Training 
School for Feebleminded at Polk, Pa. 

Wesster, Dr, Grorce M., appointed Superintendent of Southern California State 
Hospital at Patton. 

Witpner, Dr. Francis S., appointed Medical Interne at Hudson River State Hospital 
at Poughkeepsie, N. Y., May 5, 1926. 

Witiiams, Dr. Porter E., Superintendent of State Hospital No. 3 at Nevada, Mo., 
appointed Superintendent of the General Hospital at Kansas City, Mo., April 14, 
1926. 

Work, Dr. Husert, Secretary of the Interior and formerly President of The American 
Psychiatric Association, was reelected President of the Medical Veterans of the 
World War at the annual dinner at Dallas, Texas, in April. 

Wrytuie, Dr. Artuur R. T., Superintendent of Institution for Feebleminded at Grafton, 
N. D., delivered the presidential address at the fiftieth annual meeting of the 
American Association for the Study of the Feebleminded at Toronto, June 3, 1926. 
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THEIR ALLIANCES, DIFFERENCES AND A PoINT OF VIEW.* 
By SMITH ELY JELLIFFE, M.D., Pa. D., New York, N. Y. 


In spite of an apparent sharp differentiation in our present 
nosological schemes of two aspects of pathological behavior, re- 
spectively entitled schizophrenia and epidemic encephalitis, the 
present communication would first attempt to indicate a point of 
view from which they may be regarded. 

Although medicine has come a long way from the day when a 
ten-volume work could be written upon nosology—as witness the 
classic of Sauvage—it still lacks philosophical precision when it 
comes to the definition of a “ disease.” 

As Aschoff recently said, as well as many others before him, to 
attempt a reconstruction of the various conceptions of disease 
would be to write the history of medicine—which is only a colossal 
series of chapters of blunders. 

With Hippocrates the syndromic or symptomatic conception of 
disease reigned and is still much in evidence at the present time. 
With the microscope and Virchow there came to the fore the 
cellular pathological conceptions with their valuable findings. 
Modern pathology, however, finds many similar morphological 
alterations from a diversity of causes, and hence one cannot lean 
too heavily upon a morphological definition of disease. Just as 
from an etiological point of view a single provocative factor may 
bring about a vast cohort of varying symptomatological pictures, 
alcohol or syphilis for instance, so etiology as a guiding fiction 
may leave us in the lurch. 


* Presented in Abstract before the Association for Research in Nervous 
and Mental Diseases. New York, December 28, 1925. 
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Thus the causality conceptions year by year have widened here 
and contracted there. We need not be ashamed in any sense that 
in medicine our causality conceptions are rather wabbly : nowhere 
else are they any better off—in physics, in botany, in chemistry, 
in biology—but it is not necessary to sink back into the naive prim- 
itive notions that true causes of disease have been found in bacte- 
riology nor in cellular alterations as Virchow outlined them—and 
believe with Sydenham that diseases could be thought of as in 
those days as species of plants were thought of. All of this 
Hueppe, influenced by Mach, discussed back in 1850. 

Thanks to the work of modern bacteriology and its related dis- 
ciplines, our nosological conceptions of diphtheria, scarlet fever, 
malaria, typhoid, and the infectious diseases in general have 
emerged from the conceptional stage of nosological fictions to a 
firm platform of fairly definite clinical entities with similar mor- 
phological findings, and fairly definite predictable natural history 
courses. 

Fortunately every field of medicine is emerging into such limits 
of empirical pointing, noting and denoting. I shall not burden this 
paper with the details of the development of a rational, relational 
and constitutional pathology which is taking the place of the more 
narrow, static and descriptive cellular pathology of Virchow, 
valuable though such descriptive aspects are and ever will be. 

Disease processes and their biological conformations and deline- 
ations are being seen more and more in their dynamic rather than 
in their static aspects; and further, although medicine recognizes 
the pragmatic value of nosology, there remains a definite neo- 
Hippocratic group which rejects slavish adherence to etymology 
and which devotes more and more energy to the study of the 
behavior of things. 

In many fields of medicine it must be frankly admitted that 
our conception of this or that “ disease ” is a purely fictional one ; 
an artefact, even though of value. This concerns us in this Society 
more in the neuropsychiatric field, and these remarks will be lim- 
ited to the two conceptions which stand in the title. A general dis- 
cussion of a “ Krankheitsbegriff” will be passed by with the 
comment that is not without great moment, and may enter later 
into the details of this discussion. We entertain no illusion that we 
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shall settle any vexed problem of what constitutes a “ disease,” but 
we are of the opinion that some formulation of the situation is 
necessary.” 

First, as to our present-day conception of “epidemic enceph- 
alitis.” We grant it a certain autonomy, and provisionally con- 
cede it to be a vast aggregate of behavioristic anomalies which may 
involve all the organs of the body. These are in part determined 
by some exogenous factor or factors allied to an infectious group, 
the precise nature of which is still unknown. In the general con- 
clusion that we do not yet know any definite causative agent or 
agents, we ally ourselves strictly in conformity with Jahnel’s* 
conclusions recently set forth at the Research Institute of Munich. 
Your present referent wishes to emphasize anew his frequently 
expressed skepticism regarding most if not all of the evidence that 
may be derived from “ rabbit encephalitis.”’ By way of a gross 
exaggeration he believes a rabbit can get an encephalitis if you say 
“boo” to it. We are all too aware of the Robertson fiasco as to 
the cause of general paresis, who, injecting the hay bacillus in 
rabbits produced the “ lesions ” of “ paresis.” 

The exciting or primary etiological factor or factors are un- 
known, but are admittedly of exogenous nature; they give rise to 
fairly distinctive and regular cellular reactions within the body, 
which, so far as we as neuropsychiatrists are concerned, bring 
about a cohort of syndromes conveniently pigeon-holed as “ en- 
cephalitis.” We pigeon-hole those as such because of the involve- 
ment of various neurological structures, chiefly of the mid- 
interbrain and cortical reflex arc pathways. Were we looking 
through internist glasses, the clinical landscape might present an 
entirely different picture and we might discuss pneumonias, neph- 
ritides, hepatitides, neurtides, myelitides or other syndromes in the 
visceral or lower neurological reflex arc fields, induced by the same 
exogenous factors working upon dimly glimpsed constitutionally 


?Pophal: Der Krankheitsbegriff in der Korpermedizin und Psychiatrie. 
Karger: Berlin—Abhandlungen, No. 30, 1925. Ewald, G.: Krankheits- 
einheit u. Reaktionsform. Zeit. f. d. g. N. & P., 99, 1925, 777. Adolf Meyer’s 
1907 address, Psychol. Bulletin. 

2 Die Aetiologie der epidemischen Encephalitis. Zeit. f. d. g. N. & P., 
99, 1925, 233. 
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factored backgrounds,’ which the studies of the geneticist and the 
constitutionalist (endocrinologist) are attempting to outline.‘ 

But our present problem, even within the neuropsychiatric field, 
must be narrowed, for we must look through such tinted glasses 
as bring into relief only certain social behavioristic reactions which 
in the current terminology of our Main Street are known as 
“ mental,” although, as our discussion must broaden, it will be seen 
that “mental” is but a very general term for certain forms or 
aspects of behavior and must include a whole group in which non- 
linguistically localized motor activities are preeminent. These motor 
activities, as seen from another point of view, have been grouped 
as hysterical, neurotic, obsessional, compulsive, catatonic, etc. ; or, 
when the energy discharge employs symbolic pathways for its 
discharge, they have been grouped as characterizing the chaotic 
hallucinatory or delusional speech mechanism of a psychosis. 

Hundreds of observations are on record as to the psychotic, 
mentally aberrant, criminalistic or other anomalies of social be- 
havior of the victims of epidemic encephalitis. I shall not burden 
this paper with 500 citations that can be picked out of 3000—in 
the monographs of Stern, Hall, Wimmer, the British Bibliography, 
our own Research Volume, or the Index Medicus. Anyone with 
a scintilla of the bibliographic peeping or collecting compulsion 
can snow himself under in these and other sources and come out 
like Rip Van Winkle, twenty years later, a learned man—but to 
what purpose ? 

What does emerge, for our purpose, however, is that so far as 
clinical psychiatry is concerned, the best of us, as well as the worst, 
cannot always be secure in his judgment, nosologically speaking— 
apart from the developmental history of the difficulty and at times 
even with such—whether one commits oneself to a diagnosis of a 
mental disturbance resultant upon an epidemic encephalitis, or 


*'We have no sympathy whatever with those so-called constitutionalists 
who are satisfied with maintaining a “ psychopathic” element as a necessity 
any more than we can follow Morel’s 1850 generalization of “ degenerée ” 
which explained everything and nothing for 20 years in French neuro- 
psychiatry. 

“Stern, F. and Grote, A.: Bemerkungen iiber die Konstitutionsfrage bei 
der epidemischen Encephalitis. Arch. f. Psych., 75, 1925, 235, in which earlier 
studies of Becker, Géronne, Villinger, Oehmig and others are noted. 


192 
wh 
mo 
: 
apy 
tic 
ma 
rec 
as 
we 
fic 
lo 
Bi 
va 
pl 
th 
of 
it 
fc 
f 
fi 

te 


1927 | SMITH ELY JELLIFFE 417 


whether he considers that syndrome upon which psychiatrists have 
more or less reached an agreement and label “ schizophrenia.” 

So much for the fiction of nosology of encephalitis, which is 
apparently of little import, but which pragmatically, i. e., therapeu- 
tically, may be of momentous significance. 

If in the main, then, we stand on fairly firm ground as to what 
may be put in the frame of epidemic encephalitis ; and, we must also 
recognize, as nosologists—which as before noted must be regarded 
as a useful fictional, logical tool (Vaihinger)—what position may 
we assume with reference to that infinitely less precise nosological 
fiction which we term schizophrenia? On the one hand, we are 
loath to ally ourselves with those pessimistic attitudes of Hoche, 
Bumke and many others* who would even overlook the logical 
value of nosological fictions, and hold up our hands and say the 
problem is hopeless of solution and, furthermore, of no value. On 
the other hand, are we ready to accept the wide, marshy extensions 
of the schizophrenia concept as Bleuler has so masterfully outlined 
it, or the more incisive etching of Kraepelin with his brilliant gift 
for “knapp und klar” clinical delineation ? ° 

One thing is clear: the limelight thrown upon the encephalitis 
frame since von Economo’s first clarion note in 1917 has certainly 
forced sincere students of the problems involved to curb dogmatic 
tendencies towards belief in etymological delineations of such com- 
plex processes as encephalitis or schizophrenia, and shaken us all 
out of our comfortably arranged diagnostic pigeon-holes.’ 


5V. Bumke: Miinch. med. Woch., 1924. Pophal: J. c. Kehrer: Die Stell- 
ung von Hoche’s Syndromenlehre. Arch. f. P., 74, 1925, 427. 

* Schneider: Beitrage z. Lehre der Schizophrenie. Arch. f. Psy., 73, 1925, 
47, has discussed this quite completely. 

*In this connection I am tempted to reiterate what I attempted to state 
at our last meeting, that from the genetic point of view we might obtain 
some important criteria relative to our definitions of the psychoses. Although 
I hold that this intellectual tool has been grossly overworked—see Myerson’s 
recent volume on Heredity—nevertheless it is a useful fiction and from the 
viewpoint mentioned of pathoclisis as viewed in the sense of the Vogt’s 
might have more specific application. 

I am further stimulated in this respect by reading O. Vogt’s recent con- 
tribution in the Bechterew Festschrift (Zeit. f. d. g. N. P., 10, 1925, p. 26, 
Psychiatrische Krankheitseinheiten im Lichte der Genetik) to a considera- 
tion of the possibility of considering entities in psychiatry—as “ sippen.” 
Hoche’s idea that all such are illusions has already been commented on. 
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I hesitate again to remind my readers of F.C. S. Schiller’s 
interesting statement in his Studies in Humanism: 

Real definitions are a standing difficulty for all who have to deal with them, 
whether as logicians or as scientists, and it is no wonder that dialectical 
philosophers fight very shy of them, prefer to manipulate their verbal 
imitations, and count themselves happy if they can get an analysis of the 
acquired meaning of a word to pass muster instead of a troublesome inves- 
tigation of the behavior of a thing. For a real definition, to be adequate, 
really involves a complete knowledge of the nature of the thing defined. 
And of what subject of scientific interest can we flatter ourselves to have 
complete knowledge? 

Without burdening this paper with any full presentation of the 
lengthy and profound discussions of Ewald, Jaspers, Pophal, Kron- 
feld, Birnbaum, Schneider, Adolf Meyer, Griihle, Specht, Kehrer, 
W. A. White, Lange, Bleuler, Jung, Kraepelin, Steiner, Steck, 
Willmans, Naville, and many others as to the nature of schizo- 
phrenia, we shall accept as a part of our point of view the purely 
logical fictional value—in the sense of Vaihinger, of all nosology— 
not in the pessimistic sense of being of no value, as already indi- 
cated, but in the pragmatic sense of the quotation of Schiller. 

But an additional item should be emphasized in our point of 
view ; namely, the consideration of the complexities of the “ body 
as a whole” and the settled evolutionary position, as abundantly 
pointed out by Hughlings Jackson in his studies on “ Evolution 
and Dissolution of Function ” and further evolved in biological and 
neurological science by V. Monakow in his thesis of diaschisis." 

In a broad sense, then, nothing happens to the body but is 
met with a “ reaction as a whole.” The symptoms evolved are, to 
use Jackson’s excellent phrase (of old Greek conception) positive, 
as more or less localized functions of parts implicated; and nega- 
tive, as functional expression of the rest of the body by modified 
or readjusted processes in the general energy discharge hypothesis. 


In my previous discussion of the phylogenetic approach towards the under- 
standing of disease possibilities—largely supported by Bronwer’s studies 
in multiple sclerosis and the development of the optical apparatus, I have 
emphasized the possibilities which Vogt here discusses. 

* Monakow: Die Lokalisation im Grosshirn und der Abbau der Funktion 
durch Korticale Herde, 1914. Hughlings Jackson: Croonian Lectures on 
Evolution and Dissolution of the Nervous System. Brit. Med. Jl., 1884, 
I, p. 591. Mourgue, R.: La Notion le Diaschisis et le Probleme del’Evolu- 
tion de la Fonction dans l'Oeuvre de Monakow, L’Encephale, March, 1921. 
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It seems to me that with such a broad platform—the energic 
hypothesis of Mach, Ostwald, Hering and others of the body as 
a mechanism which captures the energy from without (from 
Millikin’s rays, and other cosmic sources, as well as from our 
daily food and daily newspaper), transforms it through the bodily 
processes in the organs, which as integrated bits of organized 
experience (Maudsley) work automatically, willy-nilly, with mne- 
mic inheritance fidelity to fixed and evolving evolutionary goals, 
and delivers it as metabolic and social behavior, having the upkeep 
of the individual and the continuance of the race as its magnetic 
North—the alliances and the differences in the two large nosological 
groupings may be seen more comprehensively. 

From this general standpoint, then, is it worthwhile saying that 
it is but a question of degrees of intensity and combinations of 
number of noxious factors that can determine any syndrome or 
disease in the human being? Were I a mathematician, I am sure 
this could be put in some form of differential or integral calculus 
equation, in which the etiological factors might present an infinite 
series of variables from the most external cosmic influences of 
the Milliken rays on the left to the most subtle symbolic or esthetic 
influences on the right. The electroscope has measured those same 
Milliken rays and physicists have discovered that they have a 
penetrating power comparable to six feet of lead filtration resis- 
tance—but as to how they are captured, transformed and delivered 
through any human transformer, we are blissfully in ignorance: 
just as we are totally unable to formulate as yet any means by 
which we can measure or understand what takes place when the 
odor of a tuberose will bring about a generalized urticaria in one 
patient, or smelling a piece of cheese will cause a narcolepsy in 
another (personal clinical experiences ). 

In our mathematical equation we would also have to include 
the factors acted upon. In biological terms we speak of these as 
exogenous and endogenous factors. Here again, an infinite series 
of variables presents itself (Birnbaum). To both series of factors 
our calculus would have to add quantity factors, for surely what 
may be one man’s cheese can be another man’s narcolepsy. 

Ever since psychiatry meant anything, and it is one of the oldest 
of the medical disciplines, the results of energy activity bound up in 
symbols have been keenly recognized to be as valid on the right 
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side of our equation as the laws of Archimedes on the left side, 
and although body—mind in relation to organic—functional, 
somatic—psychic have been dealt with parallelistically (James) or 
dualistically (Kant), it is only within comparatively recent years 
in medicine that the theological bias of God and the devil—heaven 
and hell—could be laid aside for a more unitary conception of the 
Heraclitean notion of the equivalence of opposites. 

What I am trying to say is that psychiatry has never disregarded 
the so-called physical—chemical-toxic—material notions of the 
great body of the internists, but has always held it important to 
incorporate into the workings of the “ body as a whole” the influ- 
ence of non-ponderable or symbolic values (they are often crudelv 
spoken of as “ emotional”); and since the laboratories of a 
Pavloff or Cannon or others of like interest have shown that 
psychical or symbol energy containers can act upon the “ body as 
a whole” in measurable terms, the empirical truths of psychiatric 
beliefs has been amply justified. The “ Krankheitsbegriff” for 
psychiatry, and for all disease in fact, must include in its calculus 
equation, as causative factors, these so-called imponderable sym- 
bolic values. These high reflex arc functions have become more and 
more important for humans as telencephalization has compounded 
and extended the lower reflex integrations which determine dif- 
ferent level response to different types of stimuli, either as positive 
or negative manifestations in the Hughlings Jackson conceptions 
already referred to. 

In the amyostatic syndrome, or simpler types, as seen in certain 
epidemic encephalitis patients, we recognize the postural attitudes 
and reflex activities which Sherrington, Walshe, Magnus and 
Kleijn, Jacob, Lewy and others have obtained from their section 
experiments. The decerebrate animals experimented upon by de 
Jong, Schaltenbrand, Mella show similar pictures. The catatonic 
attitudes of certain animals’ response to fear show us precisely 
similar situations, and reflex phenomena, as the masterly works of 
Reubens, Raphael, Michelangelo and others portray ecstacy and 
other religious phenomena. Thus we are justified in our differential 
equation that allows for many dissimilar symptomatic activities 
emerging from a single stimulus and its opposite, similar sympto- 
matic activities emerging from multiform stimuli. 
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There is no real logic in these syllogisms: “ Bulbocapneine will 
cause a catatonic attitude ; bulbocapneine is a poison ; ergo catatonic 
attitudes are due to poison.” “ A thalamic lesion will cause anes- 
thesia; hystericals have anesthesia; ergo hysterical anesthesia is 
due to a thalamic lesion.” 

Such simple naive conceptions would not be presented here were 
it not for the fact that even now there are hosts of medical men of 
prominence who cannot really comprehend that an “ hysterical 
anesthesia ” is a bit of reality, and that the “ anesthesia ” is just as 
real as if it were caused by a thalamic lesion. In hysterical anes- 
thesia, however, the thalamic block-off is not due to a Magnus 
section or bulbocapneine, but, as is the case with the dog paralyzed 
by fear, to some stimulus from a symbolic source which must be 
recognized to act as truly as physics or chemistry in the telen- 
cephalic dynamics. 

The whole trend of the Wernicke-Kleist series of conceptions 
relative to the psycho-motor manifestations in schizophrenia need 
not detain us more than to say they take into consideration these 
psychical factors working through lower reflex arc pathways, 
although they are not as simply expressed as Jackson expressed 
them. Thus too, many of the so-called mental manifestations of 
either encephalitis or schizophrenia are exact counterparts, just 
as the reflex situations may be counterparts; but let us turn a 
second to Hughlings Jackson ° and see how simply he expresses it : 

I have often thought that the scientific investigation of insanities may be 
best begun in general hospitals, and especially by taking for study cases of 
delirium in such non-nervous maladies as pneumonia and emphysema with 
bronchitis. These are not cases of insanity at all in the conventional sense 
of that word; but in a scientific regard, being departures from normal 
mental states, they are. After the late Dr. Munro, I have urged that the 
mental condition in all insanities short of dementia is double—one of two 
opposite mental elements. In the hospital cases adverted to, the insanity 
is named after the positive element—delirium; but with this there coexists 
a negative element, if for convenience I may speak of a negative state 
existing. On this basis we may sometimes trace an increasing double 
departure from normal mentation. In cases of emphysema with bronchitis 
we can observe a gradual losing touch with present surroundings (negative 
element), and a gradually increasing quasi-relation to organized experiences 
of former surroundings (positive element); or using popular, but not 
accurate, language, the patient gradually ceases to live in the real world, 


*See Neurological Fragments, p. 47 (1892). 
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and comes to live more and more in a world of his own. A sack dealer 
was delirious during erysipelas. The house-surgeon opened a small abscess 
in one eyelid while the patient was in a strait-jacket. The patient’s account 
of these circumstances was that he had been to a public-house, that the 
landlord fastened him down with two sacks, and then poked out one eye. 

It is easy in this case to trace the substitution of unrealities, as we call 
them, for realities. I wish to urge that we have not only to take into account 
the patient’s “ pseudo-knowings ”"—that he had been to a public-house, etc., 
his delirium sampling a positive element—but also his “not knowings ”— 
that he was in hospital, etc., sampling a coexisting negative mental element. 
We say that the patient’s account was of a delusion (“ pseudo-knowings ”’) ; 
there was a delusion for us, but in him a belief. To say that he believed 
in his delusion is the tautology of saying that he believed in his belief. The 
late Dr. Milner Fothergill gave an account of his delirium when ill with 
scarlet fever. It seemed to him most unreasonable that people should keep 
him in bed when he, a doctor, wished to go out to visit his patients. For 
Fothergill, when reduced to a lower mental state, it was, to use his words, 
“an interference with the liberty of the subject.” By these remarks I wish 
to suggest that what we call the “disorderly” mental condition of an 
insane man—that sampled by his positive mental symptoms—is a mentation 
having the same laws as the mentation of the patient’s former sane, or, 
as we may say, entire, self. 

Let us now look at the physical condition concomitant with insanities— 
the two abnormal cerebral states corresponding to the two abnormal mental 
elements. The negative mental state—the sack-dealer’s “ not-knowings ”"— 
signified loss of function of the highest range of his highest cerebral 
centres. (If any one objects to the term “highest centres,” he can sub- 
stitute “certain cerebral centres.”) The mentation remaining possible to 
him—his “ pseudo-knowings ”—signified increased activities of the intact 
lower ranges of those highest centres. We have here loss of function 
coexisting with over-function, and an illustration of a principle long ago 
put forward by Anstie and Thompson-Dickson. We have to bear in mind 
both the reduction (dissolution) and the range reduced to (the level of 
evolution remaining). The positive element of an insane man’s mental 
condition signifies evolution going on in lower intact ranges of his highest 


centres. 

Naturally in recent years through the investigations of the un- 
conscious one has a better appreciation of that “entire self” that 
Jackson speaks of in Dr. Fothergill’s case. Here in the so-called 
Freudian mechanisms are obtained a more complete understanding 
of what the process of telencephalization is doing in the redistri- 
bution of energy at higher social levels of integration that consti- 
tute what we are entitled to call culture and civilization. It may be 
true that civilization is a “ veneer,” but nevertheless it represents 
a really monumental task of some 200,000 years’ work of evo- 
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lution—in which repression and sublimation at telencephalic levels 
are the equivalents of inhibition and redistribution at lower levels. 

It is not at all difficult to see, then, along the analogies already 
suggested, why the symptomatology in the psychotic frame may 
not be precisely the same whether the stimulus or excitement be 
from factors in our calculus equation on the left (toxic—hemor- 
rhagic—inflammatory exudative) or on the right (fear—rage— 
jealousy—panic) acting upon endogenous (constitutional heredity 
or dispositional—s. e., ontogenetic) factors. 

Thus for both the hyperkinetic schizophrenic manifestations as 
well for the content of the psychotic ideas, it may be granted that 
blocking of telencephalic or higher coordinates (normal (?) be- 
havior) may take place from dissimilar causative factors and 
that positive and negative behavioristic activities appear. There 
never can be much doubt that similar structures are involved, but 
they are involved as results of different causative agents, in 
different quantitative degrees; and after all the structures are 
(functionally speaking) the same. One need not be reminded 
that a few ounces of alcohol will induce quite dissimilar be- 
havioristic reactions in 100 different and average individuals. 
I think it can be stated with a fair degree of assurance that 
were serial sections of the entire 100 brains available, no great 
correlation could be drawn between the behavior and the morphol- 
ogy revealed. This argues for the undeveloped stages of our 
morphological technique, for certainly some crude guessings as 
to possible types of behavior could certainly be drawn from con- 
stitutional data of body structure. As for the hereditary factors 
I am unwilling at this time to formulate any ideas; since if we 
look thirty generations back we are all recipients of nearly every 
possible hereditary factor, although close scrutiny of nearer 
family alliances may reveal certain possibly specific Mendelian 
mechanism.” 

In closing this section, then, it would appear that the most rele- 
vant factors which require precise formulation are not the symptom 


* See Jelliffe. Discussion of Heredo Degenerations and Mendelian Con- 
ceptions. Research Society, Volume 1925. Vogt, O.: I. c. Goldstein, K.: 
Ueber die gleichartige funktionelle Bedingtheit der Symptome bei organis- 
chen und psychischenkrankteiten, im besondern iiber den funktionellen 
Mechanismen der Zwangsvorgange. Monat. f. P. u. N., 57, 1924, 191. 
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groupings, since these may be extremely misleading, nor the 
morphological changes which do not offer much help especially 
when one would try to establish relationships from lower animals— 
as my remarks upon encephalitis in rabbits emphasize. Thus there 
have been obtained what are called choreas, tics, dyspneas, pareses, 
hyperkineses, etc., and exudative, infiltrating, and inflammatory 
changes from at least twenty different excitants—nasal washings, 
herpes of the lips, spittle, cerebrospinal fluid, hay bacillus, ete— 
but since the chief goal in medicine is prevention and relief, our 
conceptions of causalty must be most rigidly examined. 

Is it at all of logical value—I am not now speaking of “ let us try 
anything in view of our hopelessness in treating these situations ”— 
to give a postencephalic Parkinsonian patient milk or serum injec- 
tions or arsenic or hyoscine or belladonna when we possess so little 
knowledge of the causal relationships between the positive and 
negative aspects of the behavior? I have seen a Parkinsonian 
tremor in a postencephalitic patient disappear when a rising bear 
market changed what was a dangerous economic situation into one 
of security. The man’s fear was tremendously relieved—he cou!d 
now afford a variety of things and his shaking all went away. He 
was a human being, “ working as a whole,” even after his encepha- 
litis, and psychical social values were influencing his behavior as 
they always had been, and certain negative aspects of his “ inner 
self” appeared because of the fear situation. 

In discussing these similarities of behavior recognized as post- 
encephalitic and histopathologically partly referable to certain 
localizations, our point of entrance could well be by the psy- 
chiatric gateway. Here we could enter through Wernicke’s inter- 
esting ideas of the psychomotility psychoses, the modern devel- 
opment of which has been so well undertaken by Kleist and his 
pupils. Or, if one is more neurologically (in the narrow sense) 
inclined, he could start with the apparently new type of mani- 
festations, undoubtedly related to encephalitis as the blocking agent 
in the human machinery, by considering the work of Naville who 
was one of the first to give a description of bradyphrenie—a 
psychical parallel, as it were, to the akinetic striatal syndrome. 

It is not surprising that a number of observers, chiefly French, 
have emphasized the resemblances to the hebephrenic-catatonic 
syndrome. Thus Hesnard, Trétiakoff and Bremer, Laignel- 
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Lavastine, Logre, Briand, Rogues de Fursac, Kahn have with 
various degrees of imprecision drawn such analogies—Deny and 
Klippel among French authors disagreeing. 

Another series of observers has shown more precisely the anal- 
ogies and differences between the encephalitic and schizophrenic 
psychomotor syndromes ; among them may be cited Schilder with 
his associates Dimitz and Gerstman, and Lange, Steiner, Rosen- 
thal and others. 

Precise formulations as to similarities of symptomatology with 
variability of histopathology have been offered by Steiner, Mayer- 
Gross, Hauptmann, Wilckens, Steck and others. Thus Steck in 
his studies points out certain resemblances which ally the encepha- 
litic syndrome with catatonia. He agrees with some of the French 
authors cited that the akinesias with or without catalepsy afford 
very difficult differential problems, to the more precise resolutions 
of which the work of Deny and Klippel, Kleist, Schilder and his 
associates have contributed important evidence—as against the 
similarities brought forward by Claude, Logre, Laignel-Lavastine 
and Briand. Steck calls particular attention to the seborrhea facii— 
first noted by Stiefler—and its common occurrence in grave cata- 
tonic conditions of epileptic stupor, general paresis, schizophrenia, 
and encephalitis [the author has commented on its relation to turgid 
blood vessels and perspiration and anxiety states and relates it to 
the ontogenetic regressional state of intrauterine mnemic revival 
of skin activity ]. 

The catatonic and Parkinsonian masked facial attitude have 
resemblances and differences—Staehelin has called attention to the 
greater vivacity of the eye expression in the Parkinsonian mask. 
Steck also calls attention to the rapid alterability of the Parkin- 
sonian paramimicry (smiles and crying) which offer a sort of 
adiadochocinesia of the facial emotivity (mimicry). It must be 
admitted, however, that as one surveys a large group of schizo- 
phrenics, precisely similar mimicry play is observable. Steck 
remarks the close resemblance of the Parkinsonian expression and 
the hallucinatory catatonic fixed expression in which the orbital 
and periorbital muscles are in a state of contraction, and in which 
deep furrows form about the eyes, registering astonishment. 
Foerster report such an expression in arteriosclerotic cases. He 
believes that for the present the differentiation is impossible. 
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Steck’s study further separates itself sharply from most of the 
contemporary literature of the psychopathology of the encephalitic 
mental syndrome. He has studied a series of cases by means of 
the Jung-Bleuler association experiments. 

They are not studied from the psychoanalytical viewpoint, how- 
ever, but chiefly from the standpoint of mental tests. They show 
Wernicke’s hypermetamorphosis, as Steiner has signalized, 1. ¢., 
certain bizarre reactions comparable to those shown by Brunschwei- 
ler in some so-called organic dementias, and to those Bychowski 
had pointed out for some very rigid Parkinsonians and as blocking 
representative of an interruption in succession movements re- 
sembling adiadochocinesia and somewhat related to the stereotypy 
with poverty of ideas accented by Bleuler in schizophrenics, studied 
by Schilder and Gerstmann, and compared with something 
apparently similar in schizophrenics by Hauptmann. 

Steck cannot follow Hauptmann’s rather rigid separation into 
his two groups (see later), in the first of which he finds no real 
trouble of initiative but a difficulty of central transmission (see 
Marburg re. this) and in the second group where there is a true 
defect (inability to release rather, which Steck himself recognizes, 
because of censorship in the sense of the Super Ego control of 
Freud. (J.) of affectivity and of initiative, in which latter group 
Huptmann draws the closer comparisons with schizophrenia. Ego- 
centric reactions constitute a definite group, a fact also noted by 
Bychowski and which Steck allies with the case reported by 
Runge—as already noted in my paper, /. c., almost the only obser- 
vation in the literature to the present time apart from the case 
studied psychoanalytically by Jelliffe which emphasizes the release 
of erotic material at unsublimated but still censored levels. 
(Respiratory and tic movements. ) 

Steck takes up in great detail epileptic types, hypomanic types, 
tic releases, chiefly respiratory types—cases 24, 31, 32, 33 (poorly 
described as hysteria), unstable psychopathic and perverse types 
(see the literature of Kauders, Rutimeyer, Kirschbaum and others 
in Steck’s monographic study). 

Although in a footnote Steck (p. 44) calls attention to 
Hughlings Jackson’s conception of dissolution of function with 
approval, so far as mimicry is concerned (neurological concep- 
tions), yet his material has not been arranged with any such 
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fundamental conception in view, for on p. 49 he discusses the 
whole series of phenomena on the abandoned basis of a psycho- 
motor parallelism, thus missing entirely a monistic view which a 
thorough understanding of Jackson’s conceptions, extended into 
the psychical behavior, would have offered. It would seem that 
the authors quoted—Berze, Reichardt, Kiippers, etc——have not 
advanced beyond the old idea of a psychophysical parallelism. 
Steck’s studies by the association methods have not opened up any 
important new deductions since he has not, thus far, followed up 
the association experiments as Jung has developed them in his 
study of schizophrenia. It is quite true that new material for a 
better comprehension of behavior is offered by encephalitis from 
many points of view and that Steck’s observations if followed up— 
even if as time-consuming as those of Hauptmann, of Bychowski, 
or of Jelliffe in psychoanalytical research, will offer much light 
upon schizophrenic, epileptic and manic behavior. This most im- 
portant and valuable study should not be overlooked by any student 
of the innumerable problems involved, even though it is cast in the 
mold of the old concept that the body—mind : organic—functional 
antithesis is anything but a pseudo-problem and not an issue in 
reality. The difficulty as here envisaged has been entirely eliminated 
in White’s studies, in many papers of Adolf Meyer and would 
vanish when the “ body as a whole” is envisaged and the fiction of 
the “ brain” as an “ organ” exploded.” 

Palilalia has been made a subject of special study by Marie and 
Lévy, Pick, Hermann Kleist, Steck and others. 

Steiner in speaking of the frequency of akinetic and hyper- 
kinetic motility disturbances in epidemic encephalitis, particularly 
in the later developmental phases of this illness, says it is incumbent 
upon neuropsychiatry to comprehend the comparison between these 
and similar disturbances in the schizophrenic process. Such study 
will lead to a deeper understanding of the catatonic motor mani- 
festations if not to a distinct revision of previous psychiatric 
conceptions of such catatonic disturbances. 

He then calls attention to a number of these postencephalitic 
manifestations. Thus in a great number of Parkinsonian akinetic 


* Also see interesting study by Mourgue. Arch. Suisses de N. u. P., 
II, 1922, fase. 2. 
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patients a striking lack of spontaneity is to be observed, along with 
the rigidity. This coupling of two types of behavior hitherto, in 
a sense, had not been resolvable. In many catatonic stupors this 
same akinesia with muscle rigidity is also observable—but an inter- 
esting antithesis has been brought out by a number of observers— 
Cruchet, Hesnard, Stern, Abrahamson, Hohman and others—that 
whereas the catatonic behavior is more fixed, the closely related 
encephalitic behavior undergoes what Abrahamson has so well 
termed phasic mutations. Under the influence of music, singing, 
command, joking, etc., the rigidity and akinesia disappear as if 
by magic, the patient dances about with full orientation and with 
none of the symbolic release occasionally observed in the catatonic, 
to suddenly fall back into the akinetic rigidity. This behavior was 
noted in Abrahamson’s little girl of eleven with Parkinsonism, and 
much rigid right hemiparesis involving trunk, speech, chewing, etc. 
She was. during the day, like a mummy in bed, but at night she 
could get freely out of bed, wander and dance about, eat, talk and 
laugh and freely chatter, to be again rigid as daybreak appeared. 
This is but one of dozens of slightly variant but similar types of 
this sudden mutation to which Cruchet, Hesnand and others have 
devoted special study. 

Steiner also calls attention to a further dissociation of this lack 
of spontaneity which has long been the subject of comment in 
schizophrenics from Wernicke (termed hypermetamorphosis), 
Sommer and others, namely the inability to initiate any movement 
oneself, but the capacity to do so at the command of another person 
or even in response to an optical or other external type of stimulus. 
Thus an object must be touched or tasted, and an extreme rigidity 
suddenly relaxes in response to what Steiner terms a heightened 
Fremdanregbarkeit.” The relations to echolalia, echographia, and 
echopraxia are pointed out by both Steiner and Bleuler. Steiner 
reports an interesting echographia in an akinetic encephalitic, who, 
unable to write his name, yet wrote quite readily words uttered by 
two physicians off in a corner apparently paying no attention to 
the patient. The external foreign stimulus was responded to 
whereas the inner spontaneity was gone. We shall return to this 
situation in a short discussion of the complex of negativism. 

And what is true for large muscle groupings has been observed 
in the smaller isolated muscle activities, the so-called tics of prac- 
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tically any muscle group—as Bing and a number of others have 
pointed out. 

Thus the familiar “ Schnautzkrampf” of the catatonic has been 
reported by a large number of observers; the respiratory types of 
encephalitis showing it very frequently. (See Gabrielle Lévy: 
Paris, Thesis ; and Turner and Critchley.) In these two papers one 
can find, I think, the complete refutation of the type of interpre- 
tation given by Bing and the majority of neurologists who still 
persist in thinking a functional bit of behavior is explainable 
through localized anatomical lesions—unmindful of Hughlings 
Jackson’s teachings of the Evolution and Dissolution of Function 
and of v. Monakow’s related diaschisis conceptions. 

Similarities are also found in cataleptic attitudes in the two 
types of disorder. Bleuler’s descriptions in his monograph are 
most typical and for the most part are exactly reproduced by the 
encephalitic. Thus the lying on the back with head up—also seen 
in cases of paresis and brain tumors—the spoon half carried to the 
mouth and held in mid course, or the handkerchief held against the 
mouth in the encephalitic sialorrhea. These rigidities show remark- 
able analogies, if not identities, and attention must be riveted upon 
extrapyramidal and functional (positive and negative) local- 
izations. When Steiner, however, states that psychopathology has 
nothing to say, in view of a recognized somatic lesion in encepha- 
litis, we hold it as foolish as his statement that the opposing view 
is foolish (page 556). 

There is no reason in arguing that symbolic processes cease 
because one finds an infiltration in the striatum. Psychogenesis 
still remains of service in understanding the meaning of a symptom, 
just as Jelliffe, White, Meyer, Kempf, Hollos and Ferenczi and 
many others have shown in organic disease, but this discussion is 
relegated to another paragraph of this paper. 

Steiner notes a point of differentiation: that the encephalitic 
cataleptic rigidity seems to increase when one forcibly moves the 
involved members—more than is the case with the catatonic flexi- 
bilitas or other catatonic halting. 

This I can confirm, and also point out that the increased re- 
sistance extends into higher reflex arcs and arrives at definite 
negativisms of rapport at telencephalic levels. Thus one patient of 
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mine on being more or less vigorously forced to unloosen his 
Parkinsonian shoulders and arms, allowed a couple of weeks to go 
by before he kept a three times a week appointment, and later 
discussion revealed he wanted to kick me when I tried to overcome 
his rigidly held arms and shoulders. If there was no psychogenesis 
in this resistance I do not understand what one means by 
psychogenesis. 

Steiner explains the encephalitic micrographia as due to this 
repetition effect. A personally analyzed case of micrographia in 
an encephalitic, I think, reveals definite psychogenic factors. Cata- 
tonic micrographia has not been adequately studied, or the micro- 
graphia of the senile, or of the miserly type for the so-called normal 
in spite of all of the manuals of handwriting. [Klages, etc., see 
Wilson’s illuminating Croonian Lectures, 1925, Lancet. ] 

The apparent insight as to the muscular rigidity in encephalitics 
is often quite striking. Mayer-Gross and Steiner have contributed 
an autobiographic account and Hauptmann has gone into the 
conscious side of the rigidity, and lack of initiative at great length. 
The catatonic explanations are usually much symbolically distorted, 
but the encephalitis explanations are highly rationalized. If one 
accepts them at “manifest-content” levels, as do most of the 
authors cited one really knows little about them. The dissolution of 
function in the upper reflex arcs has not progressed as far in the 
encephalitic as in the catatonic. To use a Freudian conception the 
Super Ego is less involved in the encephalitic process, and the 
patients rationalize their sensations, instead of symbolically re- 
interpreting them as does the catatonic. The encephalitic says “I 
cannot,” “I feel a hindrance,” “a bar between my conscious 
will to do something and my capacity to do it.” The catatonic may 
attribute it to the influence of electricity, or the watchful eye of the 
Freemasons, and yet analytically considered the motivation behind 
the hindrance to motion may be similar in both cases. 

Akinetic rigidity and sleep disturbances also may be compared 
in the two conditions, but this would lead us into a large field of 
problems concerning the entire physiopathology of sleep and is a 
special order all by itself and hence will be passed over here. 

A highly important set of problems is that which concerns vege- 
tative muscle tonus. Pupillary anomalies, pseudo-appendicitis, 
tachycardias, gall-bladder spasms, endocrinopathies and a host of 
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highly intricate comparisons with these two syndromes must be 
left aside for the time being. (Also see Wilson’s Croonian 
Lectures. ) 

One point may be raised which is not without far-reaching sig- 
nificance, in my opinion. Inasmuch as analytical research of un- 
conscious processes is revealing more and more close relationships 
between early blocking fixations at infantile levels of instinct 
strivings and constitutional developments of form, figure and 
growth—heretofore too catch-wordily explained as “ heredity ”"— 
the vast number of anomalies of growth and development of 
endocrine disturbance foundation (hypophyseal obesities, testic- 
ular or ovarian eunuchoids, etc.) following in the wake of enceph- 
alitis will undoubtedly aid us in correlating some of the struc- 
tural phylogenetic factors with the functional ontogenetic ones. 
Thus structure and function again will receive reciprocal revela- 
tions through the encephalitis syndrome at the so-called non- 
neurological levels—or, more properly, since no organs of the body 
act independently of nervous integration, at the vegetative level— 
where the hormone is the type of energy-stimulating tool. 

The many hyperkinetic repetitive movements of the encephalitic 
and catatonic patient come up for comparison. Blowing out of the 
cheeks, rubbing the nose or face, tongue plays, and the thousand 
and one minor and major apparently senseless movements of 
face, neck, shoulders, arms, fingers, trunk, legs, knees, toes, etc., 
all indicate that dissolution of function to similar behavioristic 
reactions occurs in the two syndromes. Here again, practically the 
chief differentiating factor is revealed in the explanations as to the 
repetition compulsion. In the encephalitic, the reason is again 
rationalized, just as in the vast majority of slips of the tongue, 
mistakes of all kinds are given apparently logical reasons. One is 
reminded strongly of Montaigne’s remark that “ he liked peasants 
because they had not been educated sufficiently to reason illogi- 
cally,” for here the paradox appears that the rationalized reason 
given by the encephalitic is much more illogical (reality logic of 
the conscious) than the apparently nonsensical (symbolically 
distorted but truthful) answers given by the schizophrenic. In 
other words, if one can read the foreign language of the catatonic 
one gets a reality motivation behind the movements, whereas behind 
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the screen of conventionalized resistance to unconscious moti- 
vations of the less involved personality censorship of the ence- 
phalitic one obtains the faulty logic of the intelligence. 

It is greatly to be regretted that in that invaluable document of 
Mayer-Gross and Steiner so little real insight is shown of human 
motivation and the whole “ Selbst darstellung”’ so inadequately 
presented. Many near schizophrenic, compulsion neurotic, conver- 
sion, and anxiety symptoms are recorded, but the authors, appar- 
ently unacquainted with or strongly resistant to psychoanalytical 
thinking, have missed golden opportunities for correlation. Even 
had they approached the motor manifestations of the two disorders 
from a genetic viewpoint, as Homburger has so ably pointed out, 
we might have learned something of value. 

The interesting similarities of what Schilder and his co-workers 
first called the “ Mangel an Antrieb ”—lack of initiative—in the 
encephalatic, and negativism as seen in the schizophrenic open up 
large vistas of many fascinating problems. It can be stated at the 
outset that Bleuler’s Negativism is probably a large complex of 
mechanisms rather than a simple expression of the Heraclitian 
opposites. Ambivalence and ambitendence are too simple an ex- 
planation, for the “ Mangel an Antrieb ”’ has, as it were, picked out 
a simpler stage in the evolution of negativism and offers some 
insight into the more complex mechanism. 

I purpose following Hauptmann’s lead in the following para- 
graph: 

What has here been expressed regarding uncertainties relative 
to nosology has been well expressed by Hauptmann in his special 
study of the “ Mangel an Antrieb—von innen gesehen.” “ Sel- 
dom,” he writes, “ does there come over me the feeling of inner 
uncertainty when in my lectures to my students I deal with the 
catatonic psychomotor disturbances, because here it seems in- 
cumbent upon me to lay before them the many conceptions con- 
cerning the genesis of these motor disturbances and their relation 
to the will life of the patients which are all too hypothetical.” 
Hauptmann chiefly laments that there are no reliable subjective 
statements concerning these movements from catatonics. He 
seems to think it desirable that they should be “ seen from within ” 
and that such a point of view cannot be obtained both because of 
the speech difficulties in the schizophrenic and further because the 
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particular attitude taken by the schizophrenic towards his psycho- 
motor disturbance renders it impossible. It is true they are aware 
of these movements but Hauptmann thinks they are unable to 
relate them to the soul life. 

The conception of “ psychomotor” however, as he observes, 
deals with motor disturbances only as they are expressions of the 
soul life of the individual and hence must be reduced to terms of 
the “will” and “affect” life of the patients. Pyramidal motor 
disorders are of an entirely different stamp. In view of the com- 
plexity of the whole situation the extrapyramidal system, in its 
larger sense, may possibly contain purely motor components. 
Viewing things as he does from the purely “ manifest content ” 
(psychoanalytically speaking), he says that when one cannot ob- 
serve an affective element in the motor discharge, one must con- 
clude it is not there. Still even in pseudobulbar palsies one finds 
mimetic affect reactions in extenso. So in stupor states one may 
find body motility disturbance which may be identified with what 
he calls disturbances of the will. This “ will’ compound which 
undoubtedly has many components, for reasons already noted, is 
difficult if not impossible to dissect as to its psychical constituents, 
in the catatonic material. 

Therefore, one can turn to the encephalitic material for help in 
the analysis of this highly complex series of reactions. Here one 
sees pictures which at first sight closely resemble catatonic material. 
Still on close investigation minute points of difference appear so 
that the hope arises that an entrance may be made into the under- 
standing of the catatonic motor disturbances by means of the 
encephalitic type of dissolution. Even if a complete understanding 
of the complex disturbances of the catatonic still be lacking, 
nevertheless some illumination of the dark region of the psycho- 
motility disorders may result. Hauptmann, here, instead of em- 
phasizing the neurological aspects of the mechanisms involved—so 
admirably done by Forster—would investigate the psychical 
motivation of the motor disturbances of the encephalitic, or the 
question of how greatly extrapyramidal motor disturbances take 
on a distinct form because of the interplay of psychical factors ; 
thus, if possible, casting a light upon the related catatonic anoma- 
lies. Kleist has already done much excellent work in this field. 
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Hauptmann expresses himself as not much impressed by the 
localization problem of psychical processes, so far as circumscribed 
brain areas are concerned. So far as the encephalitis material is 
concerned, even though the interbrain is chiefly involved yet 
cortical areas are not spared, and on the other hand, so far as 
catatonic material has been studied, quite uncharacteristic findings 
are available for the cortex, but findings still fragmentary as to 
the brain stem, or other parts of the brain (1922). 

In his study here discussed only Parkinsonian material is under 
review and special attention is first directed to the akinetic states 
which, in general, as Hauptmann critically remarks, hardly goes 
further than the statement that outwardly the patient is quiet. He 
is still less pleased with the designation “lack of initiative ”— 
“Mangel and Antrieb” used by some authors—since little clear 
definition is given of what is meant by “Antrieb” (impulse). Here 
Hauptmann regrets that Kleist’s studies had been neglected or 
misunderstood. Here one may well ask the question whether “ lack 
of impulse ”’ is the real problem, or lack of its external expression, 
which is quite a different proposition. Similarly lack of initiative is 
spoken of in the same superficial way. Hauptmann calls attention 
to the fact that many catatonics might superficially be so described 
and yet one is perfectly aware that a host of reactions are going on 
behind the mask of the so-called rigidity. Hence Hauptmann criti- 
cizes quite sharply, and we believe with justice, the descriptions of 
the “manifest content” of these encephalitic patients. One can 
only counsel patience in the investigation of the encephalitic if one 
is to penetrate within the citadel. 

Descriptions of the patient’s own subjective notions relative to 
the movements is one of the methods which may be of service in 
furthering the object of research. Such are not to be taken as bona 
fide evidence naturally—yet they may be of great service.” This is 
Hauptmann’s general point of view and his particular case—al- 
ready given in autobiographical form by Mayer-Gross and Steiner 
(1. c.)—is largely drawn upon for this 62-page study (parentheti- 
cally to be noted as one of the most valuable in the whole series of 
encephalitis studies along this line). It is a misfortune, he writes, 
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N., 54, 1924. 


— 


| I 


1927 | SMITH ELY JELLIFFE 435 


that among the encephalitis cases so far observed no born “ auto- 
psychoanalysts ” are to be found. Hence one must instruct those 
observed how to observe themselves. Weeks and even months may 
be necessary to get the entire inventory. 

(What he states as “ prinzipielles”” on p. 623, he denies on page 
674, calling “ Fortpflanzung ” a principle of the most importance, 
but when he calls it sexual, he denies the principle.) 

There is little cause to quarrel with Hauptmann in his setting 
forth of his general principles. He speaks of the energic hypoth- 
esis; of stimulus and reaction and the importance of instinctive 
patterns, particularly the race propagation pattern (accepted as 
such only if the word sexual is suppressed). These he insists upon, 
as has everybody of insight since the days of Protagoras, if motor 
reactions are to be seen from the inside, and then in his exposition 
there follows a lot of language ending up (p. 630) with the general 
italicized commonplace (not quite correctly envisaged) of the re- 
capitulation theory that the stamm ganglia contain, as organs, the 
patterns of organized experience, 1. e., automatic regulatory mech- 
anisms which serve as protection and defense, as self-preservative, 
nutritive and race propagation; in other words, the entire vegetative 
mechanisms of phyletic recapitulation. (See Maudsley who said it 
all much more lucidly 20 years ago.) 

Or, in other words, as Protagoras said it in 500 B.C.: We think 
alike (motor action alike—#. e., move towards green, safety—lust, 
pleasure) and away from red (danger—unlust, pain) concerning 
those things which are necessary to live. (Mostly localized in phy- 
letic recapitulation in the “stamm ganglia” of Hauptmann—but 
not so easily disposed of if one really gets down to brass tacks and 
takes up the anatomical-physiological work of Magnus, de Kleijn, 
Winkler, Kappers, Lewy, Jacobs, etc.) 

We vary (i. e., motorially act differently) concerning those things 
which are not needed for a bare existence, although they may con- 
duce to life that is beautiful and good (located in cortex—in 
general sublimation processes). 

But, it is only when we do not act at all that we can differ utterly 
from all others and live our private life apart; i.e. (akinesis, or 
schizophrenic splitting or catatonic rigidity—Parkinsonian (tem- 
porary splitting). This is the equivalent of complete withdrawal 
of libido from the world of reality (Freud), introversion (Jung), 
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i. e., denial of the Fortpflanzungs trieb—i. e., a form of castration— 
psychologically conditioned by the CEdipus complex—and local- 
ized in the autoerotism, i. ¢., organ erotism, i. e., entire body— 
receptor possibilities—(lust—unlust) which motorially speaking = 
muscle narcissism (J.). 

Hauptmann continues: In the automatisms of phylogenetically 
old basal ganglia the experiences of the race come to expression. 
‘They serve as protection, as defense, as support, nutrition and re- 
production. Hereby however would the organism be quite incom- 
pletely staged (scaffolded). It must also possess an organ, on the 
basis of personal experience closely related organs, and to influence 
their function. This organ is represented by the later developed 
(younger) cortex. The instinctive force of this phylogenetically 
old and young apparatus is that, what we, objectively speaking, can 
name the self-preservation principle [ (here one sees Hauptmann’s 
glaring error of putting self-preservation instincts as prior to race 
propagation instincts, without which latter there would be no such 
thing as evolution and life would never have gone beyond ameebe 
on the self-preservation principle), and which we subjectively 
regard as the threatening of this principle, which as pain (unlust) 
comes to consciousness]. This instinctive force shows itself not 
only on the muscle motor side expressed directly through the sub- 
cortical reflex arcs, or be it with switching by way of the cortex it 
also works within the cortex itself by means of the thought 
processes. 

Hauptmann thinks this mechanistic portrayal of man’s psycho- 
motor and will functions to be necessary (not new nor even en- 
tirely as satisfactory as a larger panel envisaging the general 
energetic process)” in order to understand the phenomena observed 
in the encephalitic cases to be described. 

Hauptmann divides his case material into two classes. In the 
first he cites briefly three case histories in which there are great 
divergencies in social status, so called, heredity, intellectual 
capacity, but having closely related syndromes with Parkinsonism, 
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akinesis, etc., but which from the subjective view their description 
of how they feel when they would move serve as a paradigm. He 
says he would discount any premorbid, i. e., from the psychical 
side, personality variations (a faulty assumption be it parentheti- 
cally interjected) since practically all of the American psychia- 
trists have insisted upon the significance of this “ personality” 
situation in judging both the subjective as well as the objective 
findings. (See Kirby, Hohman, Jelliffe, Gregory, Hunt and 
others.) In fact, Hauptmann is oblivious that any work on the 
problem has been done outside of Germany. 

In this first group the emphasis is laid upon the peripheral seat 
of the difficulty. It is felt in the muscles themselves. The limbs 
are felt as stiff, as heavy, they hang from the body as dead. They 
feel their “will” is intact but “it won’t work in the muscles.” 
Itching may be felt previously as unpleasant, but the inability to 
move the arms to scratch or relieve the discomfort is subjectively 
well described. They feel no modification of their impulses, but 
are astonished that the motor expression of them is unavailing. 
Hauptmann argues from this that the centripetal side of the reflex 
arc is not disturbed but the difficulty lies on the expressor side of 
the impulse. Thus a purely right sided postencephalitic Parkin- 
sonian who using both extremities to carry out an action only feels 
the will impulse effective on the left side. In order to effectively 
operate the right side an additional effort must be made not only 
on that side but also increased effort on the other side seems to 
aid the movement. The crossed reflex (Foix’s defense movements ) 
activity of the left side is felt when the right arm exerts itself to 
carry out a movement. “Only the extremities”’ are sick, the 
patient remarks (a personally observed monosymptomatic—right 
arm tremor case, complains that increase of effort on the left side 
to attempt to control the tremor, makes the right handed tremor 
worse (to be published as a contribution to monosymptomatic 
postencephalitic Parkinsonism). 

Hauptmann leans too heavily upon the “ will” conception, but 
nevertheless this type case is of considerable importance in the 
analysis of the old and new motor systems. (See Wilson’s “ ex- 
cellent contribution to this problem—with the conceptions of which 
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the author would seem not to be well acquainted, else he would have 
abandoned the naive conception of “ will.” This “ plus of impulse 
strength” Hauptmann holds to be the key to the “ seelische” 
process. (Of Hughlings Jackson’s negative function (dissolution 
conception) or of v. Monakow’s “ diaschisis ” conceptions there 
is no acquaintance.) The “ Affect life” is involved (with this we 
can agree, but not with the author’s understanding of the affect— 
hemmung). Thus Hauptmann speaks of the phasic mutations 
(see Hesnard, Verger, Cruchet, Abrahamson and others) whereby 
movement is released in response to other types of stimuli, Case 
III. (As in hystericals, for instance, who release their akinesias 
under strong stimuli and a host of similar observations in the older 
psychiatric literature in which catatonics suddenly are released 
through (appropriate?) stimuli.”) Of these “ complex ” situations 
the author speaks, but lays more weight on the “ words ”’ than on 
an understanding of the situation (p. 638). The author speaks of 
a “duty” feeling which is better understood in psychoanalytic 
conceptions of the “ Super Ego”’ activities. Here Hauptmann uses 
the Freudian conceptions but apparently denies the source from 
which he derives them (p. 639). He would attempt to analyze 
the “external stimulus” “von innen” (Wernicke’s Hyperme- 
tamorphose) but really “ von aussen” (how Southard as a well- 
grounded “Wernicke” would have enjoyed to get into this 
discussion), and is not satisfied with the “hyper and hypo” 
conception. He still dwells in the “ fiction ” of a “ Normal Seelen- 
leben ” and of “ambivalence ”’ ist keine rede. Thus the “ feeble- 
minded ” is spoken of as the prototype of those who react positively 
to the external stimulus. [Quite illogical since there are negativ- 
istic feebleminded and positivistic (syntonic) maniacs of high- 
grade intelligence.] These pages are quite irritating because of 
the dogmatic (normalerweise?) statements of things that are not 
so and if the author knew more of the “unconscious” the dis- 
cussion could have been condensed. [In a word, the encephalitic, 
like the hysterical, the catatonic and “ everybody” reacts to ex- 
ternal stimulus chiefly on the basis of his unconscious complexes 
and through an understanding of these alone can his behavior be 
comprehended. Thus in a patient already reported upon (see 


“See Jung-Ricklin: Association Experiments and Psychology of De- 
mentia Precox. Bleuler, Schizophrenie. 


| J. 
st 
re 
of 
sc 
A 
hi 
E 
d 
4 
a 
s 
t 
i 
( 


1927 ] SMITH ELY JELLIFFE 439 


J. N. & M. D., June, 1925) an attempt made to straighten out his 
stooped over Parkinsonian shoulder position—semiplayfully— 
resulted in a series of resistances which kept him away from my 
office ten days and were related to the “ Father ” hatred—uncon- 
scious—of the CEdipus model. Later brought to conscious ex- 
pression—but suppressed at the time—*“ G. D. you, leave me alone.” 
A direct expression of antagonism to the father who had nagged 
him since childhood. (Unwittingly (Rivers) it may be.) See 
Hauptmann’s Case 6, who rejected, with much “ anxiety,” hypo- 
dermic injections (probably sexual aggression but not analyzed by 
Hauptmann because of his resistances to psychoanalysis). 

Also in this general connection see Hauptmann’s Case 7— 
45-year-old man—“ bore ” reaction—not really analyzed—as prob- 
ably “ masturbatory.” ” 

Hauptmann emphasizes over and over again that these patients 
seek a well of “ affect” but he does not penetrate to the source of 
their craving (p. 645). The significance of displacement of libi- 
dinous craving to muscle activity (seen all too consciously in danc- 
ing) is entirely suppressed by Hauptmann in his many worded dis- 
cussion of the movement checking of these patients. [Since the 
“akinetic encephalitic ” is for the time being unable to use higher 
reflex arc activities (sublimation) for his muscularly felt libidi- 
nous cravings, and since his Super Ego is still sufficiently active 
to prevent him from regressing to crude sexual expression, he 
still can distort (through symbolic movements) these libidinous 
cravings and prevent them from expressing themselves in their 
antisocial or prohibited forms (censorship activity). This is one of 
the reasons why the patients must “ rationalize” as to the cause of 
their “ akinesis.”” Hauptmann is here naively unaware that “ nor- 
mal ” people are those who rationalize the most ; i. e., are those least 
acquainted with their unconscious motivations. The neurotic has 
a slight glimpse into his libidinous craving. In this sense the 
“ normal ” is really the sick individual inasmuch as he is absolutely 
ignorant of his personality make-up or the libidinous sources of 
his “ character formation.” ] 


* See Hauptmann’s paper on Yawning—here referred to—but apparently 
not sufficiently explored as to repressed “masturbatory” activities. Arch. 
f. Psych., 62, Heft 3. 

* See Staerke. 


440 SCHIZOPHRENIA AND ENCEPHALITIS MENTAL PICTURES [| Jan. 


It is quite apparent—though not to the author—that the en- 
cephalitics might be regarded as “ intermediary ” stages—between 
complete repression (rationalization, so-called “ normal”) of 
unconscious motivation, and frank expression—(psychotic re- 
action, so-called abnormal, 7. ¢., reality expression) of libidinous 
cravings. Thus (p. 646) a series of examples show that with that 
degree with which libido is deflected from Narcissism to object 
[ (Dr. Hauptmann or others) the better the movements can express 
themselves. Hauptmann speaks of automatic movement being 
better expressed “ when one does not think of the self” (Nar- 
cissus), or when thinking of something else, music for example 
(object libido) ; the harder one works the easier the accomplish- 
ment (sublimation situation) ]. 

One laments that Hauptmann did not understand the patient who 
talked in her sleep (p. 646) from the analytic standpoint. Much 
could have been presented for an understanding of her speech 
mechanisms (Hoche’s antagonism to psychoanalysis is here re- 
flected in his pupil, with indications of revolt however from the 
father). 

Hauptmann is quite correct when he summarizes (p. 647) that 
“ akinesis ” cannot be explained as a lack of something (impulse 
lack), but rather is an expression of conflicting impulses (parallelo- 
gram of forces). His use of the word normal is still quite 
incomprehensible, nor is it all convincing to say that the difficulty 
. must lie in the connector or effector parts of the reflex arcs and 
cannot lie in the receptor side of the arc, although some of his 
reasoning seems quite plausible. Thus choosing as he does for illus- 
tration two types of movement not under the control of the will 
(not quite true—see moving picture effects, etc.), namely, the 
mimicry motions of emotional reaction and the eye—head focus- 
sing movements. The patients show no departure in that they may 
be happy or sad, or angry, i. e., the psychical substrat for the mood 
expression is present: they also grasp sensory impressions, so far 
as the physical accompaniments are normal. If this be so then the 
centripetal pathways he holds are uninvolved and must be sought 
in the connector effector arcs. In so far as the motor expressor 
is possible—+. e., there is no paralysis—this absolves the effectors 
ergo the connectors are the guilty parts. The occurrence and the 
character of mimetic expression and focussing movements in those 
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patients in whom the voluntary activities are also involved, and 
the possibilities that both series of appearances may be explained 
by an interference in the same place supports, he believes, his con- 
siderations concerning the nature of the disturbances of movement. 

The explanation usually given that the pyramidal tracts may 
function for the defective subcortical activities Hauptmann holds 
to be entirely without support. He says, “ On the whole we do not 
move ourselves with the pyramidal tracts. These serve much more 
to modify the subcortical mechanisms which alone are the substrat 
of our movements. Their point of grasp is the ventral horn. 
Herein I leave it quite undecided whether the dynamic principle of 
the pyramidal tract performance should be designated as stimulus 
or inhibition. Both designations are correct in so far as an ade- 
quate stimulus to a ventral horn on the basis of the known inter- 
ference theory permits the simultaneous action of the extrapy- 
ramidal system to act in a diminished manner. A frictionless activity 
between the new motor system arising in the later arriving py- 
ramidal cells of the central gyri and the extrapyramidal system calls 
for a united source of impulses—brought about through binding 
of the cortex with the subcortex.” Thus Hauptmann believes it is 
preferable to say that as a result of the interference in the sub- 
cortical mechanisms there is a definite lack of capacity for the 
pyramidal tracts to enter into action. [Consult Wilson’s Croonian 
Lectures regarding this. ] 

The author’s comments upon “ depression ” states are quite naive 
in view of what psychoanalysis has revealed concerning “ normal 
sadness ” and “ melancholic depression.” ” 

Hauptmann then creates (p. 661) a second category of patients, 
much fewer in number. Here the disturbances in movement (vol- 
untary, reflex, mimetic)' are not more intense than those of the first 
group, but they may be said to contain those with a higher percent- 
age of severe akinetic cases. It is from these he would deduce some 
important conclusions regarding causative factors in spite of the 
fact that the patients are less capable of entering into contact with 
the observers, yet enough can be gained to be of service. Four 
cases are cited as characteristic. They show similar, or more severe 


* See Abraham, Versuch einer Entwickelungsgeschichte der Libido, Vol. 
II. Neue Arbeiten zur a. Psychoanalyse, 1924. Freud: Trauer u. Melan- 
cholie, Ges. Schr.; and also, Hemmung: Symptom u. Angst. 1925. 
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motor disturbances, and permit the author to posit a less periphe- 
ral—. e., more central involvement of the motility. In this group 
the “thought activity” (Denktatigkeit) is involved. Whereas 
in the first group “thought” process involvement, if occurring, 
might be said to be secondary, here Hauptmann considers pri- 
mary (whatever this distinction may mean?—when “ von innen 
gesehen ’’). 

According to the “clear, single meaning (?) consensus state- 
ments of the patients,” Hauptmann says there can be no doubt 
that the affect life is disturbed. “ Everything is indifferent ’— 
“they cannot suffer more ”—“ they are cold to all feeling of joy 
or sadness.”” “ There is no pleasure left in life ’’—“ no appetite,” 
“no pleasure in eating ”—“ urination.” Sensory disturbances as 
hot and cold are here involved and hence throw light on the 
“localization” (thalamus?). The lack of the affect is often attrib- 
uted to disturbance of “ will” by these patients (illustrating the 
artificiality of the author’s own criteria). In his first group the 
disturbance is cognized as one of a complex of movements 
(Handeln) whereas in his group Il—the “ Bewegungsstorung ” 
enters more into consciousness. The author is not quite consistent 
here. Thus, as an example: if a patient in group I is asked to 
powder his note he brings his handkerchief to the nose and it stops 
there, whereas a patient in group II has greater difficulty in in- 
augurating the movement, which when overcome goes on to finish 
it. This enables Hauptmann to differentiate the principle involved. 
In group I the intact affect life enables the patient to start the 
movement without hindrance, whereas in II this way is not open 
This general differentiation [without a difference] leads Haupt- 
mann to attempt to meet the psychoanalytic situation. This he 
does in italics—That the clearing up of “ complexes” in schizo- 
phrenics may lead to improvement—and thus psychoanalytic con- 
ceptions may be correct, but in spite of that, they contain something 
fundamentally (durchaus) false. 

Hauptmann then enters into a complicated attempt to dodge 
certain psychoanalytic issues. Coming from Hoche’s clinic one can 
easily imagine the resistances, but from the many pages of effort 
to show, on purely a prioristic bases, the falsity of the principles 
involved, without a single bit of evidence concerning the “ Uncon- 
scious” it is evident that like many another situation—“ almost 
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thou persuadest me to be a follower of Freud.”” Here again as 
in practically every instance of “ resistance” the fear of the “ sex- 
ual” portrays the same picture that has repeated itself since the 
days of the “ Garden of Eden, in Genesis.” Hauptmann (p. 674) 
quite evidently does not understand the difference between “ mani- 
fest ” and “ latent ” content as expounded in psychoanalytic theory. 
That a definite process involving cellular alterations as in encepha- 
litis may not be essentially different, so far as dissolution of 
function (in the sense of H. Jackson or V. Monakow’s diaschisis 
lehre) is concerned, this seems to lie outside of Hauptmann’s con- 
ceptions. In other words the “ body as a whole” is not one of the 
fundamental formulations appreciated by him else he would be 
incapable of making the artificial differentiations which fill his pp. 
674, 675, et seg. “ Nicht weil ich die psychoanalyse hier giesselen 
wollte ’’—an excellent illustration well covered by the lines of 
Shakespeare—“ Methinks the lady doth protest too much.”” 

One approaches (p. 676) the nubbin of this discussion. Haupt- 
mann states he has observed schizophrenics—“ naher in Verbind- 
ung setzt’’ [ “ Wie nah” one doubts, since no facts are brought 
forward, in the psychoanalytic sense]. They show closely related 
indifference, lack of interest in fields where previously much affect 
was shown, of difficulties in movement, removable by circumstances 
“into which he cannot enter ” [but into which psychoanalysis does 
enter] because by reason of greater illness it becomes impossible 
[difficult] to enter. 

Here Hauptmann very validly enters into a discussion of the 
stages of involvement of his group I and II. (In his case g—with 
salivation—he really dodges the important issues—as raised by 
psychoanalysis—i. e., displacement of seminal emission) (see 
Jelliffe’s case)—and gives pseudo explanations of entirely irrele- 
vant character—4. e., the “ patient does not use a handkerchief be- 
cause dirtiness of his clothing does not give rise to unpleasant sen- 
sations—4. e., a negative explanation is preferable to a positive 

* See Mills, in re., Putnam and a similar set of difficulties. Am. Archives 
of Neur. & Psych., 1922. 

*In this connection see the excellent study of Hollos and Ferenczi on 
the Psychical Disease in General Paresis. Nerv. & Ment. Dis., Monograph 
Series No. 39. White’s paper on Significance of Psychopathology for 


Somatic Pathology and Jelliffe’s paper on Psychopathology and Somatic 
Pathology at the Encephalitis Crossroads. Jl. N. & M. D., May-June, 1925. 
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one—i. e., he enjoys the seminal discharge—even if it makes things 
dirty (and what masturbator does not?). In other words an 
Auffassungsstorung as a “ function ” explains the whole thing, be- 
cause “ manifest ” content is sufficient, instead of a difficult investi- 
gation of the “latent” content. Here the author manufactures a 
lot of “ absolutes.” “Auffassungs—Merkstérung—Merkvorgang,” 
etc., which conceal the activities of the schizophrenic in comparison 
with the encephalitics—more than they reveal their affinities (pp. 
679-680). 

Naturally Hauptmann has the advantage of any critic in that he 
can use his material to suit his own purposes but in so far as he 
would attempt to analyze—(p. 681) the parallel processes of the 
thought disturbances in the schizophrenic and the encephalitic— 
(particularly in his group II), that show “thought process ” diffi- 
culties of related nature, while emphasizing the affinities, we are 
not satisfied with his dynamics. 

The uniform occurrence of thought disturbances in the patients 
of the second group is not an accidental finding but rather a 
necessary portion of the described disease condition. 

What the previous considerations relative to the failure of 
primary thought processes in group I have shown us with the 
evidence of the seat of the disturbance in the centripetal (impulse) 
portion of the reflex arcs, so the further experiences gained sup- 
port of this belief and further led to the result that further and 
new portions of the reflex impulse arc are involved—since only 
here can a locus of involvement involve at the same time the motil- 
ity as it registered in thought and conduct. This is the generaliza- 
tion drawn as to the localization situation at all events. As to the 
dynamics unfortunately we do not understand what is meant by 
“ will.” 

One might go on indefinitely to quote the various authors who 
have contributed to this problem. I have found it quite misleading 
as I have read others’ summaries of the papers printed to note the 
opinions compressed within a line or paragraph which rarely con- 
vey what the original had contributed hence the extensive digests 
of the authors herein utilized as paradigms of the methods used 
to get at the problem. Kant, /.c., has discussed these case his- 
tories,” including those of Makela, Bychowski, Meyer and others. 


* Arch. f. Psych. u. N., 72, 1924. 
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In no single paper thus far read does one find a thoroughgoing 
application of the principle that the human body is an open energy 
system, deriving its driving forces from the outside and transform- 
ing these into behavioristic patterns of a definite teleological value. 
That the body should be considered as a unit and not a group 
of organs of disparate activities, the cortex doing this, or the 
stamanganglia doing that, etc., is not really considered. 

Hauptmann’s general discussion comes near to the heart of the 
problem, but the papers of Schilder enter directly into its nucleus. 
To attempt a digest here of Schilder’s communications would take 
much more space than is permitted, although even these authors, 
Schilder et al., maintain the naive notion that a movement can be 
entirely neurological and have nothing psychical in it, for the 
moment forgetting the unity of the organism, and that such distinc- 
tions are meaningless. The psyche is as old as the soma, and both 
are but parts of a whole. 

It is quite evident that most fascinating problems touching upon 
localization or rather of diaschisis and dissolution of compound 
function are touched upon by numerous writers. Entering through 
the Wernickean gateway Kleist’s contributions are of outstanding 
interest but they seem to stop at the sensori-motor level of the 
organism as do also the very masterly studies of Bostroem and 
Zingerle. None of them deal with the most important problems of 
symbolic function in any other than at the “manifest content” level. 

Lange’s rather diffuse and on the whole valuable critical analysis 
deals too much with such undefinable conceptions as “ seelische 
Material ” and “ psychischen Kraft.” That man for the most part 
uses “ speech motor thinking ”’ (see the limited outlook of Watson’s 
“Behaviorism” in this respect) is abundantly recognized—but 
how about the painter, the sculptor, or the musician? Speech 
symbols are but a small part of man’s symbolic behavior. When 
it comes to an analysis of the symbolic motor mimicry in schizo- 
phrenics as most illuminatingly shown by Sullivan” one can see 
that the vast majority of the authors working with related material 
in encephalitis are strangely unacquainted with this the “latent 
content ” of the thought processes or other type of behavioristic 
reaction. 


* Am. Jl. Insanity, 1924. 
29 
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This may be taken as a special pleading for a deeper under- 
standing of the whole series of phenomena on the basis of psycho- 
analytic theory—originally entered into by Jung and abundantly 
developed in this special discipline. But these data cannot be ig- 
nored and to bring this section to a close it is our opinion that a 
valuable insight can be gained into the schizophrenic compound by 
analyses of the much more readily analyzable simpler encephalitic 
material and furthermore can offer important therapeutic results. 

Lange (p. 275) misses an important issue by referring this 
material back to “ psychopathological character ” much as was the 
fashion in the Morel psychiatry that made everything “ degenerée.” 
One gets nowhere by such nonsense. Phyletically speaking, every- 
body is “ psychopathological ” at certain levels of their ontogenetic 
development—this is the kernel of Jackson’s “ dissolution of 
function” concept and the “regression” concept in psychopath- 
ology covers this material much more understandingly than to speak 
of “ psychopathic ” personalities as forming the foundation of the 
encephalitic reaction. Lange himself shows its absurdity in other 
places when he speaks of similar symptoms seen in brain tumors, 
in infectious states, etc. Does a brain tumor develop on a psycho- 
pathic constitutional basis, or a gumma, or rather do they by 
diaschitic activity bring about dissolution of function to regressive 
levels where phyletically all men are alike. (““Mrs. O’Grady and 
my Colonel’s lady are sisters under the skin.’’) 

Matters would be quite simple if we could agree upon the basis 
of individual clinical experience with Gurewitsch™ that the dif- 
ferential diagnosis of encephalitis and schizophrenia really offered 
no difficulties. For this observer—not by any means unacquainted 
with the general literature—in encephalitis he finds no autismus— 
by which we understand Bleuler’s descriptive criteria—and no 
allied negativism. Gurewitsch states that the encephalitic patients 
are easily accessible and for the most part suggestible. (True in 
part but not altogether.) He compares them to Hesnard’s lucid 
catatonias, a very interesting comparison. They are easily led by 
outside influences. (Not true by any means.) Further he states 
he finds no dissociation of the thymo and neopsyche (Stransky), 
no delusional ideas or hallucinations, and principally no character- 


* Gurewitsch, M.: Postencephalitische Geistesst6rungen und vergleichende 
Topistik der psychischen Mechanismen. Zeit. N. P., 92, 1924, 283. 


19 
ist 
fir 
en 
di 
hi 
at 
ir 
fi 
“ 
P 
t 

] 

¢ 


1927 | SMITH ELY JELLIFFE 447 


istics of the schizophrenic type of thinking. In other words, he 
finds no disturbance of the so-called associative thinking in 
encephalitics and only the psychomotor relations are found 
disturbed. 

We would wish to resolve the problem as simply as Gurewitsch 
has done, but our clinical experience shows otherwise. We may 
admit that if 100 patients are reviewed such a series of formulations 
may be true for 75 per cent, but for 25 per cent they are distinctly 
false. This 25 per cent shows regressive alterations to a great vari- 
ety of inferior levels with all of the changes which Gurewitsch 
passes over. Our hospitals and asylums contain hundreds of pa- 
tients who show dissolution of function (H. Jackson) to levels 
quite approximately reached by the schizophrenic which in the 
Freudian terminology are typical pathoneuroses (Ferenczi) at nar- 
cissistic, organ erotic and even archaic levels (Jelliffe, Abraham). 
Inasmuch as not a small number of these patients, chiefly children, 
are of Russian Jewish parentage (from Moscow and other Russian 
provinces where Gurewitsch’s material also resided) we are inclined 
to believe that Gurewitsch’s conclusions are not altogether sound, 
nor are we in accord with his didactic statements (p. 291) that 
there are no direct connections between the cortex and the striatum 
either “ cortico-petal or cortico-fugal.” In fact we rely upon 
Kapper’s statements to the contrary. It is unthinkable that such 
intercommunications between the older phyletic rhinencephalic 
cortico-striatal activities do not progress (integrate) into higher 
types of reflex arc relationships in the integration of the body as 
a whole. Thus we find fault with the author’s anatomical dicta, 
his clinical assumptions and their theoretical (false) deductions, 
even though we have read his highly stimulating paper with much 
interest and have followed his reliances upon authorities with 
critical reservations. We agree (p. 294) with his statements that 
our science is only entering into the frontier of the vastly compli- 
cated regions involved but are not in accord with his semi-dogmatic 
solutions of the problems in question. 

Bychowski’s “ contribution calls for special comment in that he, 
like Steck, also conducted some association experiments chiefly 


™* Bychowski, G.: Psychopathologische Untersuchungen itiber die Folge- 
zustanden nach der Encephalitis Epidemica inbesondere den Parkinsonismus. 
Zeit. N. P., 83, 1923, p. 200. 
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following the Jung-Riklin methods, and also conducted some 
Bourdon tests. What is to us at least of most value however are 
his notes concerning the libido situation in the sense of Freud’s 
conceptions. In this respect, to date, one finds only this contribu- 
tion and that of Jelliffe’s and some incomplete but very important 
notes by Witzel” bearing upon the psychoanalytic concepts, 
Bychowski shows the introverted withdrawal of libido in the sense 
of a regression to the narcissistic and even deeper levels, as Jelliffe, 
l. c., also demonstrates. 

Reality tests show the individual to be oriented, hallucinatory 
projections are lacking (save in acute phases), but regression to 
the foreconscious stages of psychosexual stages are present 
(Varendonck). The “ Gedankenleere” are thus discussable in 
quite a different manner from the formal psychophysical parallelism 
of Steiner, Hauptmann and most other observers here reviewed or 
bibliographically cited. The stage of dissolution reached by the 
schizophrenic is not reached (see Jelliffe, /. c.), even though at times 
the thought processes are blocked and closely resemble the same 
mechanism as seen in the schizophrenic but differing quantitatively. 

Sound associations seemed in the ascendancy and unconscious 
displacements seemed evidently rooted in some type of faulty 
psychical concentration which are possibly comprehended best by 
reason of the loss of object libido cathexis (investment) which 
stands in direct relationship to the introversion: i. ¢., the narcis- 
sistic libido investment—termed egocentricity by Steck and other 
authors. Bychowski does not dodge the issue but states directly 
that this may result—as is known in paresis for instance by reason 
of organic involvement (see Hollos and Ferenczi and also the 
older observations of Hughlings Jackson, Russel Reynolds, etc.) 
Bychowski then leads one into the nucleus of a monistic interpre- 
tation of the relationship of the psyche to motility, using the con- 
ceptions of Kleist, Bergson and others who have insisted upon the 
behavioristic ; i. e., motor nucleation of thinking. Jelliffe and White 
have stated it (1915)—see Textbook—that thinking (speech) is 
but a form of behavior, intended or perfected, concerning which 
Watson et al. have said much but not contributed to the main idea). 
Bergson in his Matter and Memory has also stated it in much the 


** State Hosp. Bull., 1925. 
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same manner, and more explicitly in his Creative Evolution, when 
he says, “ The cerebral mechanism is arranged just so as to thrust 
back into the unconscious almost the whole of our past, and to 
allow beyond the threshold only that which will further the object 
in hand; i. e., useful action.” 

Bychowski is quite aware of the “organ” fiction of “ the 
brain ”"—implicitly if not explicitly—when he says (p. 243) that 
the “condition of the brain is but a small part of the psyche,” 
namely that part— as the quotation from Bergson shows—which 
permits the motion to express itself—in useful action in the healthy, 
in useless but still not without unconscious object seeking in the 
sick—i. e., “ larvierte onanie ” in Runge’s case.’ Masturbation or 
incest activities in Jelliffe’s case, hidden behind the respiratory 
behavior—called hysterical by etymological adherents. 

Bychowski states that the mimetic and expressive movements are 

associated with the disturbances in the thought processes, and 
furthermore that the defective spontaneity of thinking and of 
movements have the same root. He then switches the situation 
to the thalamus, calling it the “ organ of attention,” thereby raising 
the question whether or not he has freed himself from the “ organ ” 
fiction. That structure and function are united no well-grounded 
student of neuropsychiatry is in doubt, but here again Bychowski 
falls into some perplexity in that he does not differentiate positive 
from negative (abbau) functioning. Whereas one might agree 
that von Monakow has offered his diaschisis conception as a very 
imperfectly worked out “dissolution of function” detail of 
Jackson’s ideas, nevertheless a thoroughgoing analysis of the idea 
might lead one out of the present confusion. In spite of this 
Bychowski emerges with the quite plausible statement that a cere- 
bral lesion (somatically considered) can show the same picture as 
a psychical displacement. As we (Jelliffe and White) prefer 
to state it, a symbolic stimulus may operate over the same machine 
(i. e., structure, thalamus, striatum, or what not) as a material 
stimulus and give rise to similar behavioristic reactions: the 
problem still remaining as to how to deal therapeutically with the 
resultants. In this attitude we find ourselves in accord with 
Schilder, Bychowski, and related workers in that we recognize 
quantitative variations between encephalitic and schizophrenic 
pictures. 
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In a gross metaphoric manner one can call attention to the fact 
that whereas a 25-ampere load on an electrical circuit can be well 
borne and a 40-ampere load will blow out the fuse in the fuse box 
in the cellar, so quantitative comparisons may be drawn between 
the behavioristic reactions which we call encephalitic or schizo- 
phrenic according to the libido displacements [energy displacement ] 
necessitated by direct or indirect involvement of the cerebral 
machine. 

Bychowski has expressed it in an analogous manner when he 
states that (p. 244) “ we see in our Parkinsonian patients definite 
psychopathological pictures which resemble those of schizophrenia, 
but which vary in intensity and in quality.” These, notwithstanding 
the pathological findings of encephalitis, are not quite comparable 
to those found in schizophrenia. Also one cannot really posit a 
parallelism between the psychopathological functional defect and 
the anatomical findings. It is necessary to bring into the situation 
a definite psychical constellation—i. e., the libido situation—which 
in the schizophrenic displacement is of definite configuration. As 
already stated, cerebral mechanisms are naturally involved but 
the libido situation must be definitely reckoned with. 

From another aspect it may be frankly seen that it is not always 
evident whether somatic or psychical (7. e., symbolic, J. and W.) 
processes are paramount in the production of a disease picture. 
In so far as the psyche is as old as the soma it is quite understand- 
able how difficult it may be to unravel the mutual interrelationships 
of both sets of factors, grossly termed emotional or mechanistic as 
to their effects upon the vegetative nervous system and the organs 
involved. 

Finally Bychowski calls attention to some observations of Berze 
(which he assumes are well known) bearing upon a theory of the 
schizophrenic disorder. 

It is well recognized that so far as the encephalitic is concerned 
one can speak of their markedly insufficient psychical activity, the 
which however can be differentiated from the schizophrenic picture. 
It is not so much a question of the quantity of energy which is of 
significance in the schizophrenic frame as the direction towards 
which this energy is directed—i. e., in a sense as Bergson and Janet 
have termed it, the “ attention towards life.’”’ This factor can best 
be grasped by the utilization of the Freudian concept, when we 
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can envisage what this energy is doing as to its relations to the 
world of reality—i. e., in the sense of its utilization for the instinc- 
tive capacities for self-preservation and race continuance. When 
one considers the encephalitic picture one can see how false Berze’s 
conception of schizophrenia has been. 

So far as the encephalitic is concerned some general consider- 
ations may be of moment. Thus to take only a much considered 
symptom, namely the lethargy, which in a sense may be placed in 
the first rank of importance. Here organic and psychological 
considerations may possibly be brought to grips with one another. 
Claparéde is cited as stressing the psychological situation—envis- 
aged as a “ disinterest in the world of reality.” Mingazzini and 
his pupil Barbara are referred to as contrasting advocates of the 
somatic picture, stressing the relationship of waking and of sleep- 
ing as the relative championship of the functional insufficiency of 
the excito-catabolic hormones (thyroid, adrenal, gonads, hypo- 
physis), whereby good function—waking—brings about a suprem- 
acy of the sympathetic; the opposite—sleeping—the autonomic 
(words—words—words—J.). Bychowski is somewhat naively 
dogmatic concerning our knowledge of the localization situation of 
the sympathetic system in the mid-brain (hardly according to 
Miiller and Greving—J.) controlling sleep. He here falls into the 
alluring trap of a “sleep center” situated in the central gray 
substance, influenced by v. Economo’s authority and draws some 
deductions regarding hypnosis and encephalitis which as a final 
curtain drop to his otherwise stimulating article is much to be 
deplored. In other words we are left in the lurch as to any final 
summary. 

As a final contribution to the clinical discussion of this paper 
I would cite the case of J. F.," which I need not here repeat. In 
further elucidation of this case also Case I reported by Burr, C.W.,” 
which is a description of the same patient as seen a year or more 
before seen by Jelliffe. 

It would serve but slightly to state that I might cite fugitive 
observations of many patients seen not only in the hospitals and 
clinics of New York but also patients shown me by colleagues in 


* See Journal of Nervous and Mental Disease, June, 1925. 
"Am. Arch. of Neurology and Psychiatry, July, 1925. 
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London, Paris, Berlin, Vienna, Zurich, Amsterdam, and other 
places in 1921, 1924, 1925, numbering in the hundreds and several 
score of patients seen in private consultation practice. A few of 
these have been subjected to exhaustive research—2oo0 hours in 
one, and somewhat less in a few others. 

Thus this discussion rests upon clinical material, not cited, as 
well as a study of the literature. I wish only to add that the patient 
J. F., in spite of a gloomy prognosis forecast by Burr, I. c., has 
made a complete recovery, which in view of the said gloomy fore- 
cast made by someone else cannot altogether be explained on the 
basis that it was “‘ one of those patients who would have recovered 
if no treatment had been carried on.” This personal note is added 
in support of the monistic point of view here advocated and the 
logical attainment by reason of it of therapeutic results of value.” 


HISTOPATHOLOGICAL CONSIDERATIONS. 


Concerning the alliances and differences in the pathological pic- 
ture one stands on fairly sound foundations. Here one finds in the 
epidemic encephalitic syndrome a certain degree of uniformity, 
particularly so far as the histopathology is concerned, even if 
there is encountered an enormous variability as to localizations of 
the lesions. The macroscopical changes are slight. Hyperemia of 
the meninges and brain or even some edema or cloudy exudates in 
the pia, especially of the brain stem, may be found. The cellular 
changes are best classified as they involve the vessels or the cells. 
In the vascular adventitia of the capillaries or perivascular lymph 
spaces there is a fairly constant lymphocytic infiltration. The 
lymphocytes are clustered in one or more layers about the vessels 
and consist of various developmental phases of the same lympho- 
cytes proper, polyblasts, plasma cells and intermingled at times 
with leucocytes. Swelling of the endothelial walls of the vessels 
may be found, serous exudates or even hemorrhages. In the larger 
vessels similar changes may possibly lead to thromboses with con- 
sequent softenings of a primary or of a secondary nature. Isolated 
cellular foci made of lymphocytes may be found scattered in the 

* Projections of the patient during a respiratory attack were shown and 


the curves of the respiratory involvement with a comment upon the fact in 
answer to a question of Dr. Lehrmann that the patient had recovered. 
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nervous tissues. According to Griinewald’s * interesting summary 
these seem to be lymphocytes which have broken through the mem- 
brana limitans of the ectodermal tissues and have wandered or even 
multiplied.” 

In the ganglion cell pathology one finds a variety of degenerative 
signs with destruction of the nucleus or various cystiform modifi- 
cations of the protoplasms with tigrolysis lipoid infiltrations and 
various pigmentary deposits. Trabant cells are frequent. Around 
the ganglion cells are found various glia cell surroundings with 
intact or semi-intact cells. Dead ganglion cells with various neuron- 
ophagic intermediary cells, and neuronophagic cells of the classical 
Alzheimer types. Granular cells, fibrillar degenerative forms, and 
myelin sheath modifications not unlike certain changes seen in 
certain multiple sclerosis pictures are also encountered. In patients 
dying after more chronic involvements the glia infiltrating and 
reparative fibrillary developments are more marked and extensive. 

The whole series of acute and chronic stages are truly of a 
reaction type usually seen in the inflammatory reactions to micro- 
organisms of some kind. Concerning the “old scars” there is 
much interesting and as yet controversial literature. (Well sum- 
marized by Wilckens, 1. c.) 

So far as sites of election are concerned it has already been em- 
phasized that the noxze whatever they may be show themselves in 
extraneural as well as in neural tissues, which so far as the latter 
are concerned chiefly involve the central gray substance surround- 
ing the third and fourth ventricles (vegetative synaptic stations of 
much interest (See Greving, L. R.; Miiller, et al.), the thalamus, 
hypothalamus, colliculi, nucleus ruber, dentate and other cere- 
bellar nuclei, and especially the nucleus lentiformus and caudatus. 
As already noted the medulla and spinal cord may be involved. 
The posterior ganglia and cortical foci are being reported in 
increasing frequency as the psychiatric literature of psychotic 
situations are being reported. (See Reichelt.) 

No single situation in neurology has offered so much opportunity 
for the analysis of physio-pathological phenomena in the superseg- 


* Zentralb. f. N. P., 25, 1921, 153. 


* Also consult Buscaino: Revista do Pat. Nerv. e Mentale, 1921. Schw. 
Arch., 1924. 
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mental arcs as has epidemic encephalitis. Here it is no place to 
catalogue either the more or less classical or average types, nor 
even the many atypical cases, many of which are of very specific 
interest.” The studies of Griinewald, of Forster, Wilckens and von 
Economo from the beginning, and of hundreds of others from all 
quarters of the globe, cannot even be enumerated here. 

From the grab-bag of the thousands of studies it seems futile to 
pick out any one that does not in some way illumine our pathway, 
yet here and there lamps of greater capacity throw some light into 
the dark corners of this complicated field. In this regard we are 
tempted to loiter a moment and consider a study of Wilckens which 
offers us much for our present purposes. 

Wilckens studied three cases in great detail and followed them 
to autopsy. Two were typical Parkinsonians which in their histo- 
pathological picture showed well-recognized changes of the chronic 
encephalitic stage in the larger subcortical ganglia, especially in the 
substantia nigra. The second case offers much material for obser- 
vation and speculation in that three more or less specific stages of 
mental reactionability are offered, namely the advent of an 
encephalitis upon a clinical picture of schizophrenia, upon the 
background of what may be called a congenital feeblemindedness. 
This same patient offered a syringomyelia for further interesting 
research. Cortical changes of a diffuse nature were found in both 
of these patients which were more or less isolated in the first case, 
but are complicated by the schizophrenia in the second. The third 
case was that of a child with late encephalitic character changes and 
much impulsive restlessness. The chief anatomical localizations of 
the encephalitic process were found in the posterior mid-brain 
region and the anterior hind brain. 

Also in the cortex there were found parenchymatous defects 
especially in the lowest layers. 

The author’s résumé of the values that may be attached to the 
anatomical and clinical evidences in these three cases is in general 
as follows: 

From many sides the observations seem to establish the infer- 
ence that involvements of the substantia nigra play a preponder- 
ating role in the releasing of the metencephalic-akinetic symptom 
complex. In what respect the admittedly lesser irvolvements 


* Weimann: Atypische Formen, u. s. w. Zeit., 99, 25, 185, Wurtemburg. 
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of the pallidum are implicated in this general reaction remains 
as yet not definite. Subsequent histological investigation of each 


and every case may be essential to decide this aspect of the prob- 
lems involved. 


We must leave these then for a consideration of the pathological 
picture of schizophrenia. Here as with the “ Krankheitsbegriff ” 
and the symptomatology, we are not on as certain footing as with 
the encephalitis medley. It is evident that we are dealing with a 
much more complicated series of reaction formations, which as ex- 
pressed in histopathological structural alterations are far more 
widespread, more difficult of demonstration, and even more subtle 
as to interpretation. Just as it may be assumed that in the schizo- 
phrenic concept we are dealing with a useful nosological fiction—it 
is not necessary to go over all this ground from the first work of 
Kahlbaum and Hecker—so to assume a definite pathology for 
schizophrenia is just as premature. But for our present-day pur- 
poses—recognizing that as yet a complete survey of the entire 
body has never been made, not even of the brain as to determine 
an absolute status, nevertheless a general hazy résumé may be 
reached concerning some of the more outstanding neuropatho- 
logical pictures which have been described by students of the prob- 
lem. No attempt will be made here to give a résumé of this enor- 
mous field. We shall be content to pick out certain outstanding 
studies which form the nucleus of the situation since Alzheimer’s 
earlier efforts to introduce some unity in the analysis of the prob- 
lem. Furthermore we are interested at this time not in presenting a 
study of the pathological changes which have been found in many 
so-called schizophrenics but rather are limiting our discussion to 
the resemblances and differences as called for by the title of the 
paper. 

It would not be an unwelcome task to attempt to portray the 
numerous fascinating and valuable studies which deal with the 
so-called localization of the affective life as outlined by various 
neuropsychiatric efforts to arrive at a monistic interpretation of 
structure and function. Reichardt has for years attacked this 
problem in a most original manner, also Veronese in his studies on 
sleep, Serog, Haskovic, Berze, L. R. Miiller, Specht, and of late 
the more than interesting efforts of Kiippers—who has discussed 
the localization of the psyche, the seat of the structural disturbances 
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in schizophrenia and the origin and pathways of the will impulses 
quite exhaustively. The vast literature may be found in Laignel 
Lavastine’s monumental monograph upon the Vegetative Nervous 
System, Miiller’s Lebensneven—II Edit., Greving, Jelliffe and 
White, Nolan Lewis’s interesting study on the extra neural path- 
ology of schizophrenia and Kuppers and with this paragraph this 
subject will be dismissed. 

Josephy, whose very sincere study we may use as a trustworthy 
guide to the pathological museum of schizophrenia reminds us that 
Buscaino by 1921 had collected the titles of at least 150 papers 
dealing with this problem which involve the examination in greater 
or less detail of 500 brains. In spite of all this Josephy can claim 
that so far as affording a definite diagnostic criterion at post 
mortem one is left in the lurch. As indicated this is to be expected 
in view of the fictional nature of the “ disease ” conception and the 
fragmentary nature of the examinations. In this aspect of the 
problem we are not here interested. Nor shall an attempt be 
made here to give a detailed résumé of Josephy’s very far-reaching 
and monographic study (100 pages). 

From Josephy’s conclusions with those of others it may be taken 
as proven that in the brain of schizophrenic cases lesions are 
regularly to be found. The brain as “an” or “the” important 
organ of the psyche is always involved. Here the involvement 
whether cortical or otherwise is as contrasted with the encephalitic 
process a parenchymatous one, chiefly involving different ganglion 
cells of different fields (Brodmann, Vogt, v. Economo) and that 
these are not of an “ inflammatory,” but rather of a type of “ degen- 
erative” process in contrast to the changes outlined for the en- 
cephalitic histopathological type of process. 

Whereas Josephy would lay stress upon certain localizing in- 
volvements notably as more marked in the frontal and parietal 
cortical areas and more particularly the 3 and 5 laminze—and 
Saito, Marburg and others would stress others—this question, while 
of primary moment, if more exact correlations are to be made 
between symptoms and localization as individually studied cases, 
does not interest us in this place. 

The histopathological pictures are not exclusively cortical 
(Josephy, Saito, Marburg, and others) as common sense would 
teach us, particularly in view of the experience of the catatonic 
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cases where obviously basal ganglia involvements are to be ex- 
pected and found in view of the well-recognized extra-pyramidal 
symptomatology. That Josephy should differ from v. Monakow 
and his pupils regarding the implication of the chorioid plexus may 
be mentioned, but of its significance we have nothing to remark 
here. 

Lewis’s observations upon the aplasias of the adrenals and thy- 
roids of hebephrenic types of dementia pracox and his hyper- 
plasias of the same in the paranoid types is a further far-reaching 
deduction from the psychogenic point of view than Josephy’s or 
other students’ studies have taken us. These are not yet correlated 
in any way with any encephalitis studies. Nor are we here inter- 
ested in the matter of causation of the disease as possibly revealed 
by histopathological findings beyond the general statement that 
“cause” and “ structural alteration” are extremely difficult cor- 
relations to make and our individual viewpoint that the structural 
alterations as shown in schizophrenia are more logically valuable 
when seen as resultants rather than as causes, in spite of Josephy’s 
statement somewhat to the contrary. It is certainly a quite flimsy 
argument to implicate the third cell layer as related to paranoid 
symptomatology because Tramer also found lesions here in an epi- 
leptic with paranoid symptoms. 

Other histopathological studies are available that show extensive 
alterations in the basal ganglia and other mesencephalic structures 
in certain schizophrenic (catatonic) patients. Some of these are 
found in the Josephy study just cited but they are more specifi- 
cally dealt with in a study by Fiinfgeld upon the thalamic involve- 
ments in schizophrenia. 

As one studies the extensive literature of the correlations be- 
tween mesencephalic pathology and the complicated ‘“ amyostatic 
syndrome,” using that term in its largest sense (Striimpell, 
Bostroem, Pollak, Forster, Gerstmann, Schilder and others), in its 
relations particularly to the catatonic syndrome of schizophrenia, 
one is impressed with the conviction that this “ strio-pallidal ” 
region, structurally considered, is a most highly complicated phy- 
letic compounding of many millions of years of structural inte- 
gration of a vast array of functional capacities, the analysis of 
which has hardly been commenced. As an entrance to this analysis 
we believe that the contribution of Tilney and Casamajor is of the 
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most significance. Until other analyses of this character are avail- 
able it is, we believe, futile to make correlations which are so 
lightly made by many workers in this field. Of the European 


workers in this region the studies of Schilder and his co-workers 
are to us of the most significance. 


SUMMARY. 


In this program attention is first directed to the general con- 
ceptions of what in medicine shall be called “ disease” and some 
criteria are outlined by which “ nosology ” may be considered as a 
series of useful fictional conceptions. Inasmuch as some logicians 
have emphasized that a complete definition must contain every- 
thing that is known about a subject, and of what subject in 
medicine can one flatter oneself to have complete knowledge, so 
the catchword definitions usually employed must be recognized as 
etymological fictions and not as complete summaries of the be- 
havior of things. Thus instead of saying “ What is Epidemic 
encephalitis? or “what is schizophrenia?” this program would 
substitute the wording, “ by what series of behavioristic anomalies 
induced by certain series of factors, upon variable backgrounds, 
shall be agreed upon to designate one series of groupings as 
encephalitis and another as schizophrenia?” 

Having marked out the territory thus agreed upon, “ epidemic 
encephalitis” is given a certain autonomy with a fairly compre- 
hensive recognition of somatic, neurological and psychiatric phe- 
nomena, induced by exogenous factors as yet not known with very 
distinct histopathological findings involving the whole body. For 
the purposes of this discussion attention is directed to the lesions 
of the mid-brain, interbvain, thalamic and cortical reflex are path- 
ways, acting upon constitutional backgrounds as yet not capable of 
formulation. Almost complete skepticism is expressed as to the 
value, as yet, of rabbit animal experimentation and Jahnel’s study 
of 1925 is coincided with in that at least 20 different known sub- 
stances from spittle to the hay bacillus will cause some type of 
encephalitis in rabbits indistinguishable from each other. 

Greater difficulty in outlining a conception of schizophrenia is 
indicated but apart from the phenomenology, the histopathology 
and its localizations, also distributed throughout the entire body, 
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an emphasis is laid upon the function of symbols as being as 
capable of producing changes in bodily structure as toxins or other 
mechanically considered noxe. 

A slight outline of the experimental proof of empirically held 
beliefs in psychiatry, as the type of work of Pavlow, Cannon and 
others has demonstrated, is a contribution to this discussion. 

The general dynamic concept of the energy hypothesis is dealt 
with and the body as a whole reacting to environmental stimuli, 
inside or outside, in accord with the principle of evolution and 
dissolution of functions as indicated by Spencer, by Jackson, and 
by v. Monakow is outlined. 

From this discussion there emerges, by way of a rough meta- 
phor, the image of an overlapping of two or more circles, in 
which certain behavioristic similarities occur in the two so-called 
“ diseases.” 

The acute phases of encephalitis are purposely passed by so far 
as their psychotic picture is concerned. Here one often finds acute 
confusional states which, as such, may be paralleled by similar 
pictures from a great variety of etiological factors, infections, 
toxic, endogenous, etc. 

It is more particularly the purpose of this discussion to deal with 
the more prolonged or residual, or progressive chronic phases in 
which the similarities appear and render a diagnosis, in the narrow 
sense, obscure. Furthermore the discussion, in attempting to bring 
out similarities and variations in the syndrome would hope to 
arrive at a more monistic point of view than a narrow mechanistic 
effort to explain psychopathological data by somatic pathological 
conceptions. In no field of neuropsychiatry has a greater analytic 
opportunity been offered to explain the physiopathology of psycho- 
motor manifestations than that which this overlapping or partial 
identification of behavioristic anomalies in encephalitis and schizo- 
phrenia shows itself, especially the hebephreno-catatonic mosaic. 
It is further advocated that when encephalitis is studied from the 
more recent aspects of psychiatric research as valuable a series of 
correlations for psychopathology will be forthcoming as have 
emerged for physiopathology. 

As to some of the more specific comparisons the field of syn- 
dromy is first considered. Here encephalitic and catatonic psycho- 
motor resemblances are obvious and fascinating chiefly because of 
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the widening of present-day conceptions about the phenomena 
themselves. These akinetic and hyperkinetic motility disturbances 
are seen to be more complex than heretofore envisaged and in the 
encephalitis frame, the more complex schizophrenic panel is partly 
dissected. 

Whether one enters the territory through the older psychiatric 
gateway, first clearly constructed by Wernicke, or by the newer 
avenues opened up through the encephalitis syndrome following 
the lead of Naville’s discussion of bradyphrenie it makes but little 
difference, since a very great rapprochement is evident and ana- 
tomical analysis of functional chaining is furthered. 

So far as specific syndromy comparisons are available attention 
is first called to the antithesis of a number of observers who claim 
identity of syndromy, notably some of the French school—only 
to speak of a few—Logre, Briand, Laignel Lavastine and others, 
and the contrasting views of Schilder, Dimitz, Gerstmann, Steiner, 
and many others. 

A simple list of the similarities would not be of interest, nor can 
all the phenomena be given in résumé. Some in the akinetic group, 
where a lack of spontaneity is associated with rigidity may be 
selected. Here the catatonic picture is very closely imitated, but 
a host of observers have pointed out the phasic mutations of this 
syndrome and have shown how readily in the encephalitic the whole 
thing is resolved by outside influences—daylight, command, 
music, laughter, optical stimulus, etc., and then the rigidity reas- 
serts itself. Such coupling and uncoupling offers new analytical 
problems from both somatic and psychopathological fields. Echo- 
lalia, echopraxia, echographia, micrographia are discussed from 
this point of view. 

The numerous single or small group muscle hyperkinesias, the 
Schnautzkramp, facial distortions, bizarre movements, occupational 
perseverations, finger eccentricities, rubbing the nose, boring the 
ears, etc., these are discussed from the older tic points of view and 
the newer psychopathological points of view. Thus one arrives at 
a far greater insight into the structural correlates of parts of the 
complex schizophrenic symbolisms. A popular song which says, 
“ Every little movement has a meaning all its own,”’ may be put into 
the James-Lange formula by saying, “ Every little movement has 
a feeling all its own,” and study of the encephalitic movements 
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enable one to resolve some of the components of the much more 
complex “ feeling’ envisaged as Hughlings Jackson has done. 

Cataleptic rigidity is of much interest for here one sees a number 
of dismemberments of a compound. One interesting characteristic 
of the encephalitic rigidity is brought out by forced movement. 
The flexibilitas cerea of the catatonic is quite a different response. 
When one turns to introspection one finds that the explanation of 
these akinetic and hyperkinetic activities is quite different in the 
two categories. These are gone into in detail. One aspect emerges 
quite distinctly. The explanation in the encephalitic tends more to 
rationalization—that of the schizophrenic towards a distorted sym- 
bolism. When Montaigne said, “ He liked peasants because they 
were not educated enough to reason illogically ’—here it is con- 
tended that the illogical rationalization of the encephalitic stands 
in contrast to the very logical—usually called crazy—but reality 
statements of the schizophrenic. If one knows the primitive lan- 
guage of symbolism, the regression of the schizophrenic to the 
peasant level makes him tell the truth, but interestingly camou- 
flaged. 

This paper has a section devoted to the conception of the 
““Mangel an Antrieb” in encephalitics as contrasted with the 
schizophrenic phenomena of negativism. Here again the encepha- 
litic simpler process offers a partial dissection of the complex 
telencephalic dynamics of negativism. These psychical correlates 
of akinesis are not correlates as Hauptmann terms them, they are 
partial constituents. The encephalitic dynamics are always simpler ; 
i. e., utilizing lower reflex arc pathways than the schizophrenic. 

In some such simple way it is pointed out that a bulbocapneine 
rigidity like an encephaltic one may be an equivalent of a subthala- 
mic Sherrington section, whereas a schizophrenic rigidity involves 
upper extensions in the functional psychomotor arcs. 

A host of other psychomotor equivalents must be passed by and 
the histopathological picture is next discussed. Here contrasts as 
to type of involvement are striking but serious difficulty is present, 
namely, that acute encephalitic cases are apt to be fatal, whereas 
the schizophrenic histological material is chiefly derived from old 
material, or if from recent cases, dying of pneumonia, appendi- 
citis, suicide. The type of similarities which are under revision 
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have not been so much in evidence—or been heretofore taken into 
consideration. But so far as one now can see the lesions are quite 
dissimilar. The studies of Saito, Mott, Lewis, Josephy, Buscaino, 
Alzheimer and others, for schizophrenia are briefly indicated, 
while the numerous studies on the histopathology of encephalitis 
are rapidly summarized. Schizophrenic changes may be envisaged 
more as parenchymatous degenerations and have a widespread 
non-neurological pathology as well. Encephalitis shows vascular 
infiltrating extravasation types of pictures. The localizations have 
a tendency to be cortical and striatal respectively although this 
would need several hundred pages to more correctly delimit, for the 
thalamic, striatal and mid-brain pathology of schizophrenia is also 
quite manifest. Apart from a large number of intricate problems 
all discussed the short differentia may remain as here stated. 

Finally a word as to the desirability of a more monistic concep- 
tion of the phenomena in question. If one really deals with a psy- 
chobiological conception of the human body the fine-spun polemics 
as to differences between soma and psyche, or body and mind, have 
relatively little significance. One does not change a human being’s 
action patterns in their wish capacity by any type of pathological 
process. Such a process only makes it incumbent on the effectors 
to try to arrive at the purposeful goals by other pathways, hence 
the changes in the phenomenology. Structural correlates for all 
activities are obvious—but what is not so plain is the functional 
complexities hidden behind relatively simpler structures. Mind is 
behavior, but of a highly complex blending of the body as a 
whole. In this sense as White has recently pointed out psyche and 
soma are born at the same time. Every disease, speaking generally, 
has a psychic component. This is good Hippocratic doctrine. 

A great contribution will come to an understanding of some of 
the complexities of human behavior through analysis of the less 
complete dissolution of mental function in encephalitis. In the 
psychoanalytic discipline it is the so-called educated man who is 
the most difficult to dissect into his component parts. Bits of dis- 
sected-dissociated mental machinery are scattered all over the place 
in schizophrenia, for one who can read them. The encephalitis 
material offers an excellent half-way series of disorganizations 
which will offer much for analytic research. 
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AFFECTIVE EXPERIENCE IN EARLY 
SCHIZOPHRENIA’? 


By HARRY STACK SULLIVAN, M.D., 
The Sheppard and Enoch Pratt Hospital, Baltimore. 


The occasion whereon the term “apathy” became current in 
psychiatric usage has escaped my search of the literature. In the 
pre-Kraepelinian days, there was an “ apathetic insanity ” which 
Tuke defined as “‘a form of insanity simulating dementia, but in 
which the memory is not wholly impaired, and the mind is in a 
state of torpor.” Dr. Clouston’s views were particularly interest- 
ing. Having held that “adolescent insanity ending in secondary 
dementia may be regarded as the typical form of mental disease,” 
thereby clearly indicating that group of sufferers now included 
under dementia precox or schizophrenia, he studied the evo- 
lution of these cases to the point where he included the deliria 
and night-terrors of children in a group—developmental insani- 
ties—with the psychoses of puberty and adolescence (“ which are 
almost identical clinically ”). He emphasized a clinical picture— 
“unusually stupid-looking, lethargic, very dirty in habits, unob- 
servant, uninterested, silly, with a blank, inexpressive face, a 
listless dull eye, and a flabby muscular system ’’—as simulating 
secondary dementia, adding “and when they last long enough 
they constitute it.” ‘“ But there is a condition,” he continues, “ that 
may be called “ secondary stupor,” that is curable, which cannot 
be distinguished clinically from secondary dementia. .... We 
have on more than one occasion mistaken one for the other, and our 
diagnosis has only been corrected by the complete recovery of 
the patient.” His description of secondary dementia is agreeable 
at least in the particular that it is a total affair: “ This dementia 
is characterized by weakened mental faculties all along the line. 
.... Far though his notion may have been from an expression 


*A preliminary communication from the clinical research service of the 
Sheppard and Enoch Pratt Hospital; prepared for the Association for 
Research in Nervous and Mental Diseases in its study on schizophrenia; 
and reported December 28, 1925. Published by permission of the Association. 


The description of apparatus which was included in the original report has 
been omitted. 
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of the reality constituting the “deterioration” of the schizo- 
phrenic, it has an advantage over many current views in that it 
does not set up a situation in which one aspect of things mental is 
dealt with as if it were a complete and autonomous reality. Dr. 
Tuke, too, showed a very healthy attitude in the premises, empha- 
sizing “ instances in which patients have manifested apathy, silence, 
immovability, disregarded flies settling on the face ...., yet 
[were] able to give subsequently a coherent account of the delu- 
sions under which they were labouring at the time when they were 
apparently simply stupid.” This older psychiatrist seems to have 
had no doubt that delusions of a “painful character” were 
attended by affective experience, in spite of outward appearances. 
He wrote, for instance, “‘ There are cases in which the ablest 
alienist is unable to decide whether the mind is what the out- 
ward expression would lead us to infer—a complete blank—or 
the seat of such intense depression and painful delusion as only 
to simulate dementia.” This affords an excellent text for our 
consideration. 

With the passing of the concept of the “ mental faculty” as 
an accepted doctrine in psychology, there came, unfortunately, 
no surcease in psychiatry for that situation in which the mental 
life is regarded as if made up of separate entities of the generic 
nature of “thinking,” “ feeling,” and “ willing.” It is still the 
rule to find statements concerning a “ characteristic separation ” 
of the thinking, the emotional, and the motor life in schizophrenia, 
in alleged contradistinction to “ parallel exaggeration ” in the manic 
state, etc. That this ensues merely from the limitations of lan- 
guage is by no means valid. While it is often true that the holder 
of such views explains that he appreciates the underlying conative 
and the accompanying affective side, for example, in the process 
of thinking, one does not see in his thought evidence of the work- 
ing of such a sound view, but instead the old faculty notions. To 
such an one, therefore, the alleged loss of feelings seems a per- 
fectly valid characterization of developed schizophrenia.’ 

? Supposing for the moment that the affective aspect of the mental life 
could actually disappear from mind, what a creature would result! Beryl, in 
“The Nature of Love,” has given us an analysis from which we might 
speculate how vacant the existence of the creature would be. Impulses 
without an affective side; cognitive phenomena without a feeling tone; 


surely a fit subject for the pen of a Poe or a Bierce. No one has encountered 
such a creature, even among the phantasies of Ben Hecht. 
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Without digressing to review the arguments in favor of the 
triple aspect theory of cognition, affectivity, and conation, I shall 
venture to say that no instance can be found in man or among the 
higher sub-human mammalia, in which—consciousness existing— 


evidences of each of these tripartite aspects cannot be uncovered 
quite readily. 


Our subject pertains to “ affective experience,” so we may seek 
the evidences of “ mental states ” prevailingly affective in coloring.’ 
As in all fields of human psychology, we have here two sources of 
data: by way of observational technique, and through experi- 
ential report. I deem it self-evident that one is a necessary check 
of the other, and that the validity of a psychopathological datum 
cannot be guaranteed if either has been ignored. 


In a way, observational study of affective experience is cotermi- 
nous with our records of humanity. Attention has been given to 
the semi-voluntary postural tensions both of the body at large 
and of the mobile countenance, since prehistoric man began the 


*The notion of prevailingly affective, prevailingly cognitive, and prevail- 
ingly conative, experience should be quite clear. We mean, simply, that the 
most impressive feature of the then existing mental process is in the specified 
realm—most impressive to observer and generally to subject. Experience 
is to be accepted in the sense of “anything lived, undergone, or the like.” 
For additional development of these views, see “ Peculiarity of Thought in 
Schizophrenia,” Am. Jour. Psychiatry, Vol. V, No. 1, July, 1925. 

The underlying theoretic implications are discussed in a forthcoming 
monograph, a first installment of which, under the rather misguiding title 
of “The Importance of a Study of Symbols in Psychiatry” appeared in 
Psyche, Vol. VII, No. 25, July, 1926. “ Affective experience” refers to those 
aspects of mental life which are neither prevailingly cognitive—pertaining 
to awareness or knowledge of something other than “ feeling ”—nor chiefly 
conative—strivings, tendencies, impulses, desires, or acts of volition, in 
regard to something. While such experience does not exist isolated as such 
in nature, the affective or feeling aspect of a mental state may well be the 
predominant feature, and to such our term applies. It is essential to 
distinguish, from the outset, these purer forms from the generally more 
emphatic emotions or “affects.” These latter include a most important 
element of conation which cannot be ignored in dealing with them. For 
verbal report of either the more purely affective, or of the emotional, 
experience, it must first be cognized, and then in turn cloaked in language. 
While these mediate steps are no little obstacle in this study, there is to 


be found in this difficulty no justification for the Watsonian phantasy 
about “sensations which cannot be verbalized.” 
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graphic art. The postural tension of the facial muscles seems not 
only in a general molar fashion but likewise in a specific and 
detailed sense intimately correlated with the feelings. But there 
are two important questions to be considered at this point. The 
first pertains to the specificity of facial expression in connection 
with affective aspects of content. Both cruder observations and 
study by means of motion-slowing cinematography incline me to 
the opinion that, at least in the peri-oral region, the more stable 
conative “ sets’ are expressed and there is a much less decisive 
showing of affective fluctuations. Owing to the impasse of lan- 
guage, one can say only that presumably the more enduring situ- 
ations which so manifest as conative sets are accompanied by 
“unconscious affectivity ” of an equally constant character. This 
seems the more probable when we consider the persistency of 
conscious affective states such as depression. The notion of non- 
consciousness of an affective feature is not too clear a conception, 
it is true; perhaps, as we extend the implications of the symbol 
theory, we will come to a more lucid expression of fact. 

Study of the facial postures demonstrates that they do not by any 
means invariably show a unitary character. One may generalize 
cautiously to the effect that the more intense and determinate the 
affective awareness, the more completely will the facial postures 
express that particular affective state. This requires an emphatic 
proviso in regard of those conative situations pertaining to the 
subject-organization, or sentiment of self. If a strong impulse 
exists which tends to prevent such expression by alterations of 
countenance, the changes in facial tensions may either be minimal 
or inscrutable. (This does not alter the hypothesis that conscious 
affective situations tend strongly to be reflected by the facial 
postures.) This may, perhaps, be a special case of neuro-muscular 
inhibition, but I believe that several facts negative this view. It 
is often reported by observers (introspective) that their most 
successful attempts at facial impassivity are attended by an internal 
situation roughly describable as resisting awareness of the affective 
state. One such subject drew an interesting parallel between this 
inward resistance and his preparations to hear a disagreeable noise. 
Knowing that the latter is complicated by altered tonus of the 
stapedius muscles, we may seek cinematographic evidence of tonus 
changes indicative of such resistant situations. Our preliminary 
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observations suggest that they will be found in but a part of the 
cases. For that matter, the experiential report of others suggest 
no parallel to such tonic inhibitory concomitants. It is intended 
here to exclude specifically those individuals who enter an hypnoid 
state in order to escape the affective stimuli. This type of reaction 
seems to pertain more to the psychology of sleep, a subject on which 
we can make but passing comment to the effect that the facial pos- 
tures in sleep and closely allied states sometimes seem close cor- 
relates of persisting prevailingly conative sets—and as such, per- 
haps, expressions of “ nonconscious affective situations.” 

The other great question pertains to the facial expression of 
simulated and of repressed emotional situations and feeling-tones. 
It is here that one may wonder as to the affective situation ex- 
pressed by apathy. We refer to “apathy” as an observational 
situation, not as a kind of experience. I need not stress the exist- 
ence of transitions towards an expression of apathy. Neither, it 
would seem, is it necessary to emphasize the occurrence of this 
expression among simulators. This latter affair, the simulation of 
affective expressions, is a large field. It appears that careful study 
of photographic records of these and of parallel genuine affective 
expression will distinguish many peculiarities in the circum-oral 
tensions occurring in the former. These same peculiarities are like- 
wise found in at least some of the earlier cases of apathy in schizo- 
phrenics. One would hesitate to assume from this alone that the 
apparent lack of feeling in such patients was due to a simulation 
situation, yet such a possibility is to be entertained. 

Another promising field for this branch of observational study 
is found in the apparatus of articulate speech. Tonal qualities, 
register, and the sharpness of enunciation, are all influenced by the 
stronger affective situations. It is hoped that study of phono- 
graphic records will yield some physical data which will elucidate 
these peculiar effects upon the voice. The success of such an 
approach in the study of epilepsy is encouraging, the more in that 
the affective aspects of the epileptic mental life seem to be unusual. 

I must leave this phase of our subject with but fleeting reference 
to the larger subject of tonic alterations throughout the entire 
skeletal musculature. This problem is important, but we have not 
been able to evolve a practical technique. Of the tonus of un- 
striped muscles, here too our fragmentary data suggest a pos- 


472 AFFECTIVE EXPERIENCE IN EARLY SCHIZOPHRENIA [ Jan. 


sibly important relation. Some parallel to the hypothesis of Kempf 
is shown, in that certain prevailing conative situations, as I can 
dimly envisage them, seem to be correlates of relatively stable 
visceral states. If one is not concerned with the vivid affective 
aspects of the emotions, one might relate some of them to vegeta- 
tive nervous system balances. See, in this connection, the note on 
the relation of conative sexual aspects to the persistent degree of 
engorgment of the penis, in “ Erogenous Maturation” (Psycho- 
analytic Review, 1926, No. 1). This promises to be a most im- 
portant viewpoint on the old controversy about somatic origins 
of the emotions, and a perhaps important field for physical study 
of the individual. The barrier in the way in research in this con- 
nection takes the shape of a difficulty in isolating the observations 
from disturbing concomitants. 

This only may be held as established by our preliminary obser- 
vational study: a definite and rapid change in conative set in 
“apathetic” schizophrenics, as evidenced variously, is not un- 
commonly accompanied by an increased blankness of countenance, 
even though there may be suggestions of change in the skeletal 
and some visceral tonic balances. It seems to do violence to 
common sense to assume in the face of these observations, that 
there is no affective experience present. 

From this, I shall proceed to consideration of the reported expe- 
riences of such patients. That schizophrenics, at least early in their 
illness, do actually have affective experience has not escaped the 
psychiatrists of the Kraepelinian period. They seem generally to 
be content, when referring to this, to comment upon “ emotional 
disharmony.” Without desiring to give the impression that we are 
in a position to make final statements, I would like to be informed 
as to just what, if any, phenomenal facts they subsume in this 
expression. McCurdy gives something to the effect that such pa- 
tients accept with pleasurable emotion ideas which are essentially 
painful. This, if it were a statement of fact, would perhaps be 
the meaning of “emotional disharmony.’ If one applies himself 
studiously to the proposition, however, I believe that he will find 
himself in no sense enlightened. It appears to be a generalization 
by means of three or more ambiguous terms, leavened with the 
descriptive-sounding but empty “ essentially.” If its meaning is 
accepted in the “common sense” manner, it seems to include in 
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the category of schizophrenics almost all those figures conspicuous 
in the history of our civilization—a situation unquestionably hostile 
to the assumptions, for example, of mental hygiene. Another 
common sense interpretation would make it include all masochistic 
individuals. If we invert it, so as to make it the acceptance with 
painful emotion of ideas “ essentially” pleasant—surely another 
form of “ emotional disharmony ”—it encompasses another large 
section of humanity, in particular, the virtuous. In short, I do 
not know what is meant by “ acceptance” of “an idea” “ with” 
feeling tone of any kind, nor, for that matter, just what an idea 
may be, nor how it can be “ essentially ” pleasant or otherwise ; and 
I should like, for that matter, to know how an emotional dishar- 
mony can be detected, and whose opinion about its existence is to 
be accepted as authoritative. 

Patients often tell us that they have been unhappy for a long 
time before the appearance of frank schizophrenic experience. 
Many of them feel, think, and are dominated by impulses arising 
from what may be called a content of personal inadequacy or one 
of personal difference and peculiarity. The affective aspects of 
these contents are generally intensely unpleasant. I have not been 
told by anyone in this condition a single thing that would justify 
an assumption that his affective state stood in other than the most 
simple and commonplace relation to this content. That the distress 
which he experiences from this more or less fancied inadequacy 
grew finally to an extreme seems no more characteristic in his 
case than is it in that of some of the milder disorders. The feature 
which does seem somewhat characteristic is the fact that the con- 
tent in such cases makes for concealment of the true inner sit- 
uation from the people of the patient’s environment. This reaches 
a degree in preschizophrenics which seems unequalled in other 
cases of actual mental disorder. I do not mean to imply that such 
patients reach that preoccupation with concealment technique 
shown by many psychopaths. In the latter, however, awareness of 
the content itself is but occasional; in the preschizophrenic, the 
absence of the content from awareness is but occasional. I cannot, 
in this brief space, discuss the ramifications of such “ states of 
mind,” nor can I develop the cognitive procedures by which they 
tend usually to culminate in notions of specific sexual inadequacy 
or peculiarity (vide “ Erogenous Maturation”). Neither can I 
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deal with the topic of that massive compensatory subject-organi- 
zation which we find concealing this content and distorting its af- 
fective aspects to a medley of less unpleasant desires, with periods 
of depression, anxiety, or apprehensiveness occurring only during 
enforced pauses in the compensatory program. This constitutes 
one of the types of psychopathic personalities to which reference 
has been made. It is a study in itself to make out the forces which 
push the psychopath in some cases into schizophrenic psychoses 
of a major variety, in others into brief schizophrenic illnesses, and 
in yet others into brief episodes of excitement uncomplicated by 
schizophrenic phenomenology. 

Economy of space precludes intelligible case reports in the body 
of this communication. I shall refer therefore to the six patients 
reported more or less fully in “ Peculiarities of Thought in Schizo- 
phrenia,” and will give an abstract of one additional case only. 
Of “E. K.,” there can be no doubt that he suffered a prevailing, 
all-encompassing affective state of a markedly disagreeable char- 
acter for years prior to the occurrence of panic. He was very sen- 
sitive, thought that his parents cared less for him than for his 
brothers and sisters, and early developed a milder mental disorder 
in which anxiety, embarrassment, notions of guilt, inferiority, 
sexual depravity, femininity, etc., prevailed. He had a great degree 
of discomfort as a result of contact with others. “ V. H.” is most 
conspicuous for the concealment by which he prevented his milieu 
from apprehending his long period of discomfort. “S.F.” stated 
in so many words: “I became over-sensitive of myself. This may 
be the cause of my feeling so confused when I tried to be sociable 
. . . . L have been for the best part of the past twelve years, always 
unhappy. .. .” These statements came at a time when retro- 
spective falsification could scarcely be present. Concerning case 
“W. Q.,” we have no clear information as to his preschizo- 
phrenic affective states. Some of the recorded word associations 
may be of interest in connection with our present subject. Of 
patient “I. O.,” we need but refer to his spiritualistic interests as 
an index of the affective state preceding his stupor, and to the 
signs of his intense unhappiness early in adolescence. In “ G. H.,” 
we have one of those schizophrenics who uses the terms “ feel” 
and “ feeling” with liberality. Without misapprehension as to 
these, a careful perusal of the fragments of content evidenced in 
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his remarks will indicate intensely unpleasant affective states prior 
to his behavior disorder, extending backwards over many years. 


PatiENT Q. R., admitted January 10, 1924, xt. 22; in the third year of 
illness. Sixth of 6 children, 4 boys and 2 girls. Two of the brothers, Army 
officers, the other an architect. Father died when he was three months old. 
One uncle epileptic, another died of “ paralysis.” The younger of the sisters 
a psychopathic personality, extremely selfish and of vicious temper. Father 
was a clergyman, but of a family with strong military traditions. Mother 
decidedly a “neurotic.” She now wishes that he was dead. 

Birth and very early development reported as entirely the usual. Many 
severe illnesses early in life. The boy prepared for West Point, but was 
rejected because of physical disability, including defective vision. As a 
boy, he was of indomitable “ will,” earnest in his studies, not especially 
bright. Quite disobedient to his mother, so that an aunt undertook his 
training. She seems to have been a severe disciplinarian, from whom, after 
a year, he returned “like a whipped dog.” She bewailed his tendency to 
lie, which she probably cultivated by unreasonable discipline. He was 
always silent as to his inner life, about which the informants could give 
nothing. 

He underwent three operations for varicocele during his fourteenth year. 
While he had been popular with boys and “got on nicely”’ with girls, he 
developed but transient love affairs of the heterosexual variety, and deep 
attachments for a few of his male companions. 

He became frankly psychotic during his sophomore year in the university 
to which he had gone following the disappointment concerning West Point. 
“Became nervous, restless and depressed. Unable to study. Could hardly 
write his compositions. After classes, sat about his room with his room- 
mate” for whom he had a marked fondness such that, early in the incipient 
psychosis, “ he got some grape-juice and tried to partly ferment it and make 
poison out of it. He intended to drink this and become sick so as to obtain 
the sympathy of his room-mate.” 

For brief observation in Walter Reed General Hospital: Diagnosed as 
dementia precox, simple type. To a state hospital on June 6, 1923. On 
admission there, he is reported to have said, “I had a breakdown..... 
I didn’t take any interest in anything, I felt like I was nearly dead; then 
I got better, I went through several stages...... Well, I got so I didn’t 
like anything, then I got so I liked everything all right..... People jump 
up or get red or something strange, and I knew something was the matter 
with me..... I could see that they were all right a piece off and when 
they would come to me they would turn red. When I would be talking with 
people they would turn red and wonder why I couldn't find out what was 
the matter myself. They wonderd why I couldn’t experiment and find 
out what the trouble was, and I have already experimented. [What did 
you find out?] That these doctors were telling me I was “ High Yellow” 

[hallucinated over a considerable period]... . . They think I am too yellow 
to experiment, they either mean that or they mean that when a man goes 
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to have connection with a woman, he can’t do it... .. Some men think I 
om .... ” He underwent a severe catatonic phase, in the course 
of which his mother removed him. Diagnosis: Paranoidal dementia przcox. 

Removed to the Henry Phipps Psychiatric Clinic where he at first 
improved to the point of writing to his mother, “I hope my imagination 
will clear up soon. ....” Following an elopement while outside with his 
mother, he was returned to them “restless, very antagonistic, and stated 
that there was a barrier between the physician and himself.” Diagnosis: 
Schizophrenic reaction type, with at first catatonic and later paranoid feat- 
ures. 

Transferred to the Sheppard and Enoch Pratt Hospital. With us, he 
underwent a prolonged catatonic phase. His present condition is such an 
one as is commonly described as much deteriorated. From the time of 
admission, the affective side of his mental life has been observed to the 
best of my ability. It has never seemed to be beyond reach excepting during 
periods when his physical health was very low. Comprehensive observations, 
cinema reproductions of more recent behavior, and other physical data 
(which will be embodied in the forthcoming study) support the notion that 
neither cognitive nor affective features have dropped out of his mental life— 
this notwithstanding the long illness, many months of mutism, still more of 
artificial feeding, untidiness, “ silliness,” “ blankness of expression” (accord- 
ing to usual standards), disregard of flies walking on his face, alleged 
unobservance and indifference, and finally (after a most interesting course 
of the sexual impulse), months in which his solitary day-time occupation 
has seemed to be public masturbation and expectorating. 


This patient, during his 23 months under my observation, has 
expressed by facial postures, by intonations, gross behavior, and 
by word of mouth, well-nigh the gamut of human emotion. Not one 
of these has seemed (when studied) to bear other than a simple 
relation to the content in awareness, or clearly evidenced as verg- 
ing on awareness. By the latter, I mean such situations as fear 
of lynching preceding attempts to hang himself, fear of castration 
preceding a campaign of “ psychical castration,” etc. 

Throughout the work of the clinical research service of this 
hospital, many evidences have been secured pointing to the sur- 
vival of affective life in schizophrenics. None of these data has 
seemed to require a conception such as that of “ emotional dis- 
harmony,” in the sense of a separation of affective manifestations 
from those of the drives, impulses and urges which were more or 
less directly shown, and from such fragments of the cognitive 
processes as could be obtained rather directly or easily inferred 
from the knowledge possessed of the so-called ‘“‘ mental mechan- 
isms.” This situation, varying quite widely from what seem to be 
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the accepted notions as to the mental state in schizophrenia, and, 
moreover, bearing so emphatically on the very nature of the 
schizophrenic processes and their end results, has seemed to 
demand an extensive investigation. 

Personal factors, patient and doctor, indubitably account for the 
results of most observational work bearing on this topic. Studying 
the reported findings of several competent psychiatrists in one of 
the largest hospitals for the mentally deranged, I was struck with 
the persisting warps to be noted in their contact with some few 
patients with whom I was more intimately acquainted. This points 
to the imperative necessity of reducing in so far as possible the 
element of interpretation—on which, of course, far too much of 
the above is based. The desideratum in correcting views would be 
purely physical data, towards which our frames of reference are 
pretty well developed. This has been the inspiration of several 
modern researches, including some of those reported at the 1925 
Session of the Association for Research in Nervous and Mental 
Diseases. I do not see, however, how we can accept most of the 
work on affective phenomena in schizophrenia as of more than 
suggestive value. While many of these results have in fact been 
physical data, yet just as in the case of human behavior the physical 
result does not reflect in a necessarily meaningful or fully co- 
ordinate manner the state of the symbol- and integrative-apparatus 
of the individual—those very mental situations which they are 
intended to study. An important source of error has not generally 
been avoided. Whether it be pulse tracings, blood-pressure studies, 
metabolic investigations, biochemical researches, psychogalvanic 
response, studies in the visceral motility, or what-not, one must 
inquire, before attending too seriously to the findings, what the 
effect upon the patient may have been of the apparatus, the tech- 
nical procedures, and the behavior of the experimenter. Especially 
careful must be our consideration of these factors in so far as 
they may have borne upon the particular “ psychical” aspects of 
the phenomena under investigation, and others interlocked with 
these phenomena. When one is as susceptible to delusion as is the 
schizophrenic, in whom an incalculably extensive field of reality 
can be distorted to an intensely personal reference, it is not strange 
that much of this derived physical data is inconsistent or contra- 
dictory. It seems quite probable that some of these data now 
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extant, are actually fraudulent and subversive of a correct under- 
standing. Perhaps an example may make this more clear An 
intelligent, well-educated “ neurotic” returned from a seance of 
psychogalvanography and related to her physician that it had not 
been until she had “ reacted” to at least half of the association- 
word list, that she had been able to rid herself of the conviction 
that each one of the words had some strong personal reference— 
this notwithstanding her “knowledge” to the contrary. As she 
had been placed in a peculiar chair, with her hands fastened to 
the electrodes, this in a room uncommon in many particulars— 
as to the curtains concealing things of importance, the impressive 
Einthoven galvanometer with its complicated-looking control de- 
vices, illuminator, recording camera, etc.—and had been stimulated 
by a physician of striking appearance with whom she had had but 
slight contact previously, I scarcely need attempt a picture of the 
mental states she could have experienced had she been schizo- 
phrenic instead of hysteric. 

In spite of this pervading factor which we have just mentioned, 
I think that important physical data connected with affective sit- 
uations can be obtained. The postural changes, the tone of some 
organs supplied by the vegetative nervous system, and the char- 
acter, rate, smoothness, coordination, rhythm, and so forth of 
movements of these two groups, all these deserve close study. 
Concomitant variations in the circulatory system interest us. Modi- 
fications of rate, form, and volume of the pulse, and alterations in 
the gross distribution of the blood, are the points of attack here. 
The hot-wire sphygmograph seems to offer possibilities of record- 
ing some of these, without occasioning many disturbing stimuli. 

Since some philosophical alienists, notably Shaw Bolton, have 
come to regard as a “truth” needing “neither proof nor dis- 
cussion ” the notion that thinking is accompanied by respiratory 
phenomena (e.g., “ We may think aloud or we may think to 
ourselves, but in the latter case psycho-motor activity is equally 
present, even if it only expresses itself in a modification of 
respiration ”), we may well be chary in studying respiratory activ- 
ity. The wide variation in volume of gas concerned, and the 
concentration of the movements in the facial orifices, present great 
difficulties to working out a technique. While we could register the 
major movements of the thoracic walls, and the rough temporal 
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sequence of inspiratory and expiratory tides, and all this rather 
exterior to the awareness of the patient, this limited sort of obser- 
vation could scarcely be expected to demonstrate the above men- 
tioned “ psycho-motor activity,” and would not give us data un- 
questionably appropriate to general correlation with affective 
experience. None the less, if only because of the considerable (and 
unexplained) importance of the sigh, and of some other less 
obvious respiratory alterations, the matter deserves some thought. 
There remains for consideration that remarkable phenomenon 
called the psychogalvanic response (the bibliography of which, 
together with an excellent disctission of the phenomenon, appears 
in the works of Prideaux, Wechsler, and Whatley Smith). There 
is a close relation between affective experience and this change in 
the direct current conductance of the body, although, as in the case 
of the visceral resonance, there is a lag between the moment of 
cognizing an affective situation, and the beginning of the con- 
ductance alteration. This lag usually varies within limits of one to 
five seconds. The degree of deflection, magnitude of the reaction, 
also varies from time to time in the same individual. The method, 
none the less, offers several important advantages for a study of 
affective experience. The response is readily adaptable not only to 
accurate measurement, but to photographic recording. It comes 
nearer being a one-to-one sign of the total situation than does any 
other “ objective” method now in use; the relation of the gal- 
vanometer deflection to mental phenomena is very close. Whether 
or not the changes in current are simply proportionate to affective 
intensity of the existing symbol situation cannot be stated, as we 
have only experiential report and the other criteria above named 
with which to compare it. Many of the psychogalvanic responses 
occur without determinable phenomena within the subjective 
awareness: this would appear to mean that the reaction shows 
clearly in spite of interposed situations which retain the sentience 
of the situation below the limen of consciousness. One could 
assume an “ intensity’? among subconscious affective states as 
analogous to conscious intensity. Besides smacking of the “two 
mind ” notion of the unconscious, this procedure ignores one very 
serious defect in our present data. While we are justified by the 
results of experiment to accept a close correlation between the 
galvanometric deflections and emotional situations, we have noth- 
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ing on which to base a decision as to the relative importance of 
conative and of affective factors, respectively, in these effective 
situations. 

My attempts to elucidate the significance of facial expressions 
has not furthered the solution of the last indicated problem. As 
has been indicated, the postural tensions of the facial musculature 
seem to reflect not only the “emotional state” of the individual, 
as it is present in awareness, but also to give valuable evidence as 
to the total conative situation—to show relatively persistent com- 
ponents which might be but immediately related to the existing 
“conscious” emotional state and pertaining much more to that 
which is spoken of as dispositions, unconscious strivings, and so 
forth. The facial reactions, when carefully recorded and subjected 
to analytic scrutiny, seem to provide data quite of the type supplied 
by the galvanometer in connection with stimuli touching “ uncon- 
scious complexes.” 

In the present state of our knowledge it appears that certain 
things can be done toward the production of reliable objective 
records in regard to the mentation or symbol activities of the 
schizophrenic. It is equally certain that ordinary laboratory appa- 
ratus and psychologic laboratory routines will not serve this pur- 
pose. Since the exact sequence in time of the psycho-physical 
phenomena is of primary importance, any research of this nature 
should include physical recording of synchronous events, moments 
of stimulation, etc. If several fields of investigation can be studied 
at one time, the liability of erroneous deductions and inferences 
will be greatly reduced. It was undertaken for example to show 
on the photographic tape which recorded the galvanometer deflec- 
tions, (a) the time during which an associated cinema was actually 
running, (b) the time of verbal and other stimuli, (c) unit time— 
hundredths of a minute, 0.6 second. We want finally to secure all 
the synchronous objective data which can be obtained. To this 
end there is needed an absolutely quiet cinematographic device— 
probably using the mirror rather than the shutter principle—and 
provided with the most rapid lens available. For using it one would 
wish an illuminant giving the maximum photographic intensity and 
the minimum visible intensity. This latter can probably be achieved 
by the use of Cooper-Hewitt lamps behind filters of Corning G-586 
glass of sufficient thickness to pass only the red, violet, and the 
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long ultra-violet light. Such lighting can be arranged to provide 
a powerful bundle of photographic light and yet cause such little 
alteration in colors that a medium sized Mazda lamp conceals it. 

It is essential that the connection of the patient in the electric 
circuit shall be as inconspicuous to him as possible. For some pur- 
poses metal plates resting against the toes or metal plates on which 
the patient stands offer facilities in this connection; for others, 
patients sufficiently disturbed to justify the use of a sheet-pack, 
the plates may be applied to the fingers, the zone showing the 
greatest changes. 

Another point of attack on the problem includes the synchro- 
nizing of all the psychogalvanic response with visceral tonic alter- 
ations as revealed by the fluoroscope and the bismuth meal. Yet 
another valuable study correlates the facial postural tensions with 
the alterations in visceral tone. 

Needless to say the mobility of the facial musculature may be 
sufficiently great to interpose material difficulty in unaided percep- 
tion of what is transpiring. Even with the 16 mm. cinemas, speed 
reductions of 1: 2 and 1: 8 are obtainable. It appears that the latter 
slowing is ample for this sort of research. In the study of certain 
unusual movements in facial muscles in the normal subject, I 
found that momentary tic-like phenomena were easily analyzed 
when reduced eight times in the time component of their velocity. 
There is nothing to stand in the way of material enlargement in 
photographic studies if the light source is such as to give good 
negatives. For this purpose the standard film is to be chosen 
because of the greater number of grains of silver bromide which 
make up the sensitive material of the film. 

There are to be considered two serious causes of error in such 
research, in addition to disturbing factors from poorly arranged 
apparatus. The first is found in extraneous disturbances, noises, 
events perceived from outside the room, and necessary strong 
lighting.“ The other cause of error resides in the occurrence of 


*In our preliminary work a very powerful light source was used and 
an attempt was made to eliminate the development of delusions of influence 
by lights—by no means uncommon among schizophrenics. To this end we 
incorporated the use of a mercury arc in quartz so that the patient received 
an amount of “sunburn” to which we could refer the whole procedure. 
This was found to be impractical for several reasons. It may be interesting 
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unnoted or misunderstood alterations of voice in talking to the 
patient so that the true stimulus is not what is desired or expected 
by the experimenter. In crucial experiments it may be difficult to 
evaluate what factors have entered into a response to verbal stimuli. 
Here, as in other work with schizophrenics, a stenographic record 
is almost indispensable. Such records, however, leave much to the 
imagination of the third person and depend for their amplification 
on the memory, caution, etc., of the experimenter. Visual stimuli 
in the shape of simple or animated pictures can be used in some 
experiments. Findings of more than suggestive importance have 
resulted from our crude experiments of this sort. It is not too 
much to hope that by the use of this system, we can eliminate from 
our contemplations of schizophrenia the doctrine of archaic, inher- 
ited symbols. The great interest in this procedure, however, resides 
in the use of this means for discovering what types of situations 
have lost their intrinsic quality for stirring affective reactions, and 
those which have become of signal importance in this connection. 
This phase of the work, if I mistake not, can throw a great deal of 
light not only on mental states in incipient, acute, and sub-acute 
schizophrenia but in states of “ deterioration.” 

To summarize: it has appeared both from crude observation and 
from detailed study of the facial expression that the alleged indif- 
ference, apathy, and emotional disharmony of the schizophrenic 
is more a matter of impression than a correct evaluation of the 
inner experience of such a patient. It has followed that the study 
of such inner affective experience by positive objective means 
seems urgently indicated if the nature of the schizophrenic proc- 
esses is to be elucidated—a necessary preliminary to more intel- 
ligent therapy and to prevention. Attempts along this line do not 
seem to have reached valid results, owing largely to the suscepti- 
bility of these allegedly indifferent, inattentive patients to seriously 
disturbing delusional reactions. To prevent grave interference by 


these, considerable variation from ordinary psychological technique 
is required. 


in this connection to remark that in the giving of ultra-violet light therapy 
one of the most persistent difficulties which we had with quite cooperative 


catatonics was their removing the goggles which are so necessary to protect 
the conjunctiva. 
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Elaboration of apparatus and technique should be undertaken to 
the end that study of the final movements and tonic postures of 
the facial muscles (particularly of the peri-oral group) may be 
correlated absolutely in time with alterations in the electrical con- 
ductance of the body—the psychogalvanic response. In addition, 
one may supplement these records with phonograms in some cases, 
with pulse tracings in some, and perhaps with respiratory records. 
The fluoroscope observation of visceral tone may also be correlated 
in this fashion. 

One must reduce distracting and disturbing factors, as well as 
indefiniteness concerning the actual time of stimulus reception, and 
more particularly insure the integrity and simplicity of sentience 
“conveyed” to the subject, for instance, to use of purely visual 
stimulus-situations in place of the verbal and the autochthonous. 
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THE NEED OF AN ANALYTIC PSYCHIATRY.* 


By TRIGANT BURROW, M.D., Px.D., 
Assistant in Clinical Psychiatry, The Johns Hopkins Hospital, Baltimore, Md. 


Somewhere, possibly in the middle ages or even at a time pre- 
ceding our Christian era, a group of men, presumably scientists, 
so the legend goes, were engaged in discussing certain natural 
phenomena. Among other problems there arose the question as 
to how many teeth are to be found in the mouth of a horse. Opin- 
ions differed widely on the subject, and the excitement ran high. 
Violent were the arguments and the counter-arguments. Many 
and varied were the speculations offered concerning this vital 
matter. Finally, in the midst of this scene of excitement, one 
member, presenting a more than ordinary gift of scientific insight—- 
a man evidently of unusually penetrating genius—advanced the 
suggestion that the meeting adjourn temporarily and that every- 
one step outside where there was a horse, look into the horse’s 
mouth and actually count the teeth there assembled. This highly 
original and inspired proposal met with general favor and was 
forthwith put into execution. Obvious as it seems today and as 
naive, the attitude of this moment marked the birth of the biologi- 
cal sciences. For here, in this altered attitude, was the begin- 
ning of the long series of exact observations in regard to the 
structure and function of organic life that ultimately culminated in 
the laboratory of biology. 

Looking back across the centuries, it is interesting to note care- 
fully and to record with full consciousness just what elements 
were present in this moment of man’s inception of a scientific 
basis of observation. For, simple as they are, these elements 
commonly evade the clear recognition of us all. If we will examine 
these factors, we shall find them to consist of two essential con- 
ditions. We shall find them to consist, first, in the actual presen- 
tation of the object to be observed and second, in the presence 


* Read at the joint session of The American Psychiatric Association and 
The American Psychoanalytic Association, New York City, June 10, 1926, at 
the eighty-second annual meeting of The American Psychiatric Association. 
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of a consensus of observers. These two factors determining the 
law of scientific observation are self-operative and spontaneous 
where we have to do with the accepted objective materials of 
science. An agreement of receptive sense stimuli or a consensus 
of observers together with the immediate presentation of the 
object to be observed are synonymous with scientific observation. 
In the objective sphere of science investigators have from all 
time obeyed this law of accurate observation because it was 
inherent in the process of observation itself. They obeyed it with- 
out knowing they were obeying it. Consensual discrimination was 
one with the material discriminated. And so, in obedience to this 
manifestly inherent law, there was no need to give it conscious 
formulation. It was not demanded that the scientist stand, as it 
were, apart from himself and observe his method of observation 
and check it up. A consensus of sense impressions together with 
its immediate material was its own check. But, as I have said, the 
significant point is that this innate subjective law, which has been 
essential to the accuracy of all our observations in the sphere of 
the objective sciences, has operated spontaneously and without our 
conscious intervention. We have not felt it necessary to isolate 
and subject to analysis this subjective law in order to adhere to 
the criteria of observation inherent in the law itself.” 

When, however, we enter upon the subjective or mental sphere 
of biology the situation is very different, for here we are entering 
upon the domain of structures upon which we are dependent for 
the accurate operation of this law itself. Here private denom- 
inators expressive of man’s personal mood rather than of his 
disinterested judgment enter in to bias his processes.” The spon- 
taneous operation of the law of direct, consensual observation is 
immediately frustrated through the entrance of subjective factors 
that defeat a controlled, unbiased method of evaluation. With 
this circumstance brought to our consciousness, it becomes imper- 
ative that we make conscious the processes of mind requisite to 


*“ Psychiatry as an Objective Science,” British Journal of Medical Psy- 
chology, Vol. V, part 4. 


7“ A Relative Concept of Consciousness,” The Psychoanalytic Review, 
Vol. XII, No. 1, January, 1925. 

“ Psychoanalytic Improvisations and the Personal Equation,” The Psycho- 
analytic Review, Vol. XIII, No. 2, April, 1926. 
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cope with this tendency to private distortion. It becomes necessary 
that the law of observation which we have seen to operate spon- 
taneously, automatically in the sphere of our objective inquiries 
shall be rendered completely conscious and controlled when applied 
within the sphere of our subjective evaluations. It becomes nec- 
essary that each of the two elements determining the law of obser- 
vation within the objective sphere—namely, the immediacy of the 
material to be observed and a consensus of sense impressions 
among the observers—be clearly isolated and subjected to a distinct 
and controlled analysis in order to insure the accuracy of our 
observations concerning the data of man’s subjective mental life. 

My position is that in the sphere of the mental sciences we have 
yet to secure the criteria of observation requisite to sound scien- 
tific judgment, that our observations are throughout the entire 
range of mental science purely esoteric and arbitrary. We have 
not yet established a technique of subjective observation because 
we have not yet discovered and formulated the laws upon which 
an accurate technique of judgment necessarily rests. In the sphere 
of the chemical and biological sciences there are the accepted 
methods of the laboratory with their established criteria of obser- 
vation dependent upon a consensus of sense impressions among 
the observers. But nothing remotely resembling any such scien- 
tific test of observation has as yet been thought necessary in order 
to check up our judgment in the mental sphere. If, therefore, we 
are to secure in the sphere of mental biology a basis of obser- 
vation that is as dependable as the law of observation operating 
spontaneously in the biological sciences elsewhere, it is required 
that man somehow stand apart from himself as subject and dis- 
cover and formulate laws for determining accurate methods of 
observation.’ 

It may seem to some that my statement is startling and exagger- 
ated. But I do not think that my view is the least overstrained 
when I say that the position of scientific men today in regard to 
mental problems is as speculative and as lacking in a definitive 
process of observation as was the attitude of the medieval group 
of men to whom the suggestion came as a novelty that they cease 
discussion for a moment and actually examine the mouth of a 


*“ The Laboratory Method in Psychoanalysis,” The American Journal of 
Psychiatry, Vol. V, No. 3, January, 1926. 
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horse—a structure over which there had been only vagueness and 
speculation up to that time. Discussion is speculation and specu- 
lation is inseparable from the personal mood of the speculator. 
It inevitably discloses the factor of the private denominator. It 
abrogates the criteria of consensual objective observation. As 
we are dependent upon an agreement of objective sense perceptions 
in our determination of the objective materials of observation, so 
we are equally dependent upon an agreement of subjective sense 
perceptions in estimating our subjective materials of observation. 
A mere agreement in the use of objective terms cannot substitute 
for the common denominator provided under the terms of a sub- 
jective group consensus. In the absence of this common denom- 
inator there cannot be established a consensus of observation nor 
can there be assembled the material to be observed. 

In the sphere of the mental sciences I think we may say that 
the field is divided broadly into two major aspects—the aspect 
envisaged by psychiatry and, in more recent years, the aspect envis- 
aged by psychoanalysis. The two methods, as they now stand, are, 
as we know, quite opposed and indeed inimical to one another. But, 
in an outlook sufficiently inclusive to reckon dispassionately with 
the contributions made from each of these fields, I think it cannot 
be doubted that they have both contributed material of far- 
reaching significance—material that is quite indispensable one to 
the other. Psychiatry, broadly envisaged, is really a form of socio- 
logical pathology. No one would deny the importance of the broad 
social factors which psychiatry takes into account in its study of 
mental processes—processes influenced by the circumstances of 
family life, municipal conditions, environmental influences, not to 
speak of the acquired habits and tendencies represented in the con- 
stitutional reaction of the individual patient. The many wide- 
spread social customs or institutions coming directly under the 
accounting of the psychiatrist obviously cannot be half adequately 
estimated. On the other hand, the intensive study of the psycho- 
analyst, with his restricted concentration upon the single individual 
in his limited personal reactions, is, in my judgment, equally im- 
portant scientifically and as indispensable socially. Here are con- 
fronted factors not manifest upon ordinary observation. Here are 
uprooted tendencies and reactions that have long been buried. 
Under manifold symbols, quite esoteric and arbitrary, are slowly 
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discoverable surreptitious ingrowths that make serious ravages 
upon the mental organism of the individual. 

We may say, therefore, that the psychiatrist sees the problems 
of mind in their broader, more manifest implications, while the 
psychoanalyst reckons with these same problems in the restricted, 
individualistic outline of their more latent content. The first 
views the mind in its current continuities; the other penetrates 
more deeply into these same processes in their more isolated 
manifestation. Psychiatry, it seems to me, does not go deep 
enough. Psychoanalysis does not reach out broadly enough. But 
what is of more serious concern in our present interest is that these 
two disciplines, however much they may desire to reach across the 
interval that separates them and unite their resources in a common 
basis of understanding, are, as they now stand, essentially pre- 
cluded from any such scientific affiliation. My feeling is that the 
contributions of both of these disciplines are limited until they have 
become united into one social expression that includes the study 
of the social mind plus the phenomena of the individual uncon- 
scious. But as long as each is under the sway of its private denom- 
inators these two fields must remain essentially apart. Whereas 
psychoanalysis searches directly into scientific causes, it searches 
into them along an esoteric, private way. And whereas psychiatry 
holds to a wider, more inclusive sociological program, its processes, 
however meticulous, do not reach down into the internal workings 
of causes in the manner required for the control of scientific 
evaluations.* 

As far as I see it, the reason for this lack of unity within our 
scientific ranks lies precisely in the fact that our laws of observa- 
tion in the mental sphere have not yet been analyzed and given 
conscious formulation. The disparity between the two disciplines 
is traceable, I think, precisely to the absence of these established 
laws of observation or of established criteria of scientific judg- 
ment within these fields. There has not been among us the con- 
scious recognition and adherence to the two basic factors inherent 
in the laws requisite for accurate observation. Unconsciously, we 
have slurred the two canons of scientific evaluation—the factor 


“The Social Basis of Consciousness, Kegan Paul, Trench, Trubner & Co., 
Ltd., London (book in press). 
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of the immediacy of the material to be observed and the presence of 
a consensus of observers. To satisfy this lack of unity within our 
scientific ranks we must, I think, revert to the elements which 
underlie the laws of scientific observation. We must revert to the 
task of making conscious within the sphere of the subjective sci- 
ences the expression of the same law which we have seen operate 
quite spontaneously and without conscious direction within the 
sphere of the objective sciences. 

It must be conceded that psychiatry has approached, as far as 
is humanly possible, the inclusion of one of these factors—namely, 
the factor of a consensus of observers. But my point is that in the 
absence of a direct observation of the material to be observed any 
consensus remains but speculative. It is not a consensus of direct 
observation such as is required by the criteria of science. The 
psychiatrist, it is true, has before him what is commonly called 
immediate and concrete material. But in his mental detachment 
from the subject before him, he can only have a mental picture 
of the reaction organically enacted by the patient. There is never 
an affective perception of an affective situation—never a subjective 
participation which would enable him to perceive the patient’s 
reaction from the basis of a social continuum of affects. In the 
absence of a recognition of this social continuum of affects the 
psychiatrist lacks the phyletic background requisite to a scientific 
basis of observation. It is in this sense that psychiatry does not 
observe the immediate material before it. 

On the other hand, psychoanalysis has approached, as far as is 
humanly possible, the inclusion of the other factor—namely, the 
factor of the presentation of the actual material to be observed. 
But, correspondingly, psychoanalysis has in turn been thwarted 
by the absence of the second essential factor in scientific observa- 
tion—namely, the factor of a consensus of observers; so that what 
would be the immediate material of the psychoanalyst, in the 
sense of a scientific criterion, really becomes no less speculative 
than that of the psychiatrist. For, in failing to come under the 
observation of a consensus, this analytic material is necessarily 
observed from the basis of the private denominator. 

You will recall that in the instance of the embryonic group of 
scientists alluded to, they did not delegate one member to go out 
into the street and, having counted the teeth actually demonstrable 
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in the horse’s mouth, bring in a report of his findings. Not at 
all. This whole conference of speculators dissolved completely and 
went out in a body in order to examine for themselves and compare 
with their fellow observers the actual condition present in order 
to arrive at an authoritative consensus of opinion. 

What we must realize is that the difficulty of our subjective 
approach to the mental sciences is our own subjective involvement 
in the mental organism in question. This self-involvement of the 
subject with the all-enveloping object has seriously confused the 
issue for us. We have seen the element, but in our complicity we 
have not seen and felt ourselves a part of the continuous phyletic 
medium of which the element is also but a part. We are still in the 
phase of speculation in regard to our mental problems. In the 
sphere of mental science we are still in the stage in which we 
talk about the number of teeth in the horse’s mouth and do not 
adjourn in order to examine for ourselves the structures in ques- 
tion. Those men of a past age, who were speculating and who had 
been speculating for centuries upon matters that lent themselves 
to immediate observation, did not suspect the folly of their 
habitual, theoretical methods. They had not hit upon the 
objective device of a conscious technique. My point is that we 
psychopathologists are equally lacking to-day in a criterion of 
objective observation and that we no more suspect the entirely 
theoretical, presumptive grounds of our present-day formulations 
in the sphere of mental disharmonies than our predecessors of 
centuries ago suspected the blind spot that underlay their esoteric 
formulations. We psychopathologists do not adjourn to observe 
the mood of the patient because in our own collective mood, com- 
posed of private denominators, we lack the unbiased or consensual 
basis necessary to observation. Until psychopathologists as a group 
have dissolved their own private denominators, personal and social, 
they must lack the subjective or common denominator necessary 
to render objective their immediate mood material.* For in the 
subjective sciences the whole science is observation and nothing 


*“ Our Social Evasion,” Medical Journal and Record, Vol. CXXIII, No. 
12, June 16, 1926. 

“The Group Method of Analysis,” paper read at the meeting of the 
Washington Psychoanalytic Society, November 14, 1925. To be published 
in a forthcoming issue of The Psychoanalytic Review. 
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more. Clear vision is clear thinking and only a mood that observes 
is the mood that is functioning. Thus observation is as natural a 
function of the human organism as are nutrition and reproduction. 
Where observation is lacking, it is due, as with other organic 
functions, to some impediment within the processes of the organ- 
ism. Where observation is not the natural expression of the 
organism it is due to some bias of outlook that renders the processes 
of the individual subservient to impressions that are artificially 
imposed and unbiological. 

When we have established within the mental field of investi- 
gation the same conscious law of observation that operates 
spontaneously within the objective sciences, there will follow 
automatically a combination of the broad sociological discipline 
of psychiatry with the more restricted intensive research of the 
individualistic analysis. With this consummation there will follow 
the possibility of a scientifically controlled investigation into human 
life such as must characterize everywhere the method of biology. 
This means a psychiatry that envisages direct material and that 
envisages it under conditions of a consensus of observation—in 
short, an analytic psychiatry. In a supplementary study * I have 
attempted to present in more detail the method of the analytic 
laboratory and its application to immediate psychiatric material 


as it comes under the observation of a group or consensus of 
observers. 


DISCUSSION 


Dr. Britt.—Mr. Chairman, to me this meeting is really very momentous. 
It is the realizations of one of my cherished hopes, namely, to have this 
Association meet together with the Psychoanalytic Association and thus get 
a better understanding of the relation of psychoanalysis and psychiatry. 
I am afraid, however, that Dr. Burrow’s use of so many abstruse terms as, 
for example, consensual subjectivity may be somewhat misleading and may 
lead you to think that psychoanalysis deals with a lot of unknown quantities 
that are foreign and metaphysical, or, to use the expression of our Chair- 
man, inimical to psychiatry. But, as a matter of fact, Dr. Burrow’s paper 
is not at all psychoanalytic as I understand it. Let us remember that all 
the pioneers of psychoanalysis have been neurologists and psychiatrists 
first. No one has done more to bring psychoanalysis before the scientific 


*“ The Reabsorbed Affect and Its Elimination,” British Journal of Medi- 
cal Psychology, Vol. VI, part 3. 
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world than one of our own honorary members, Professor Bleuler of 
Zurich through whose instigation psychoanalysis was first applied to psychia- 
try. But it was really Freud himself who first used analysis in mental cases. 
I refer to a case of paranoid dementia which he reported among his first 
contributions, wherein he clearly demonstrated that the mechanisms found 
in the neuroses could also be seen in the psychoses. Dr. Burrow stresses 
the idea of close observation which is known also as the first principle in 
the study of psychiatry. There is no doubt that all the great teachers of psy- 
chiatry have always been close observers. To envisage the personality as a 
whole, which Dr. Burrow has claimed for pyschoanalysis, has been taught 
everywhere by psychiatrists and in this country notably by Dr. Meyer. But 
psychoanalysis is the microscope of the mind and only through the psycho- 
analytic approach can we view the individual in terms of his environments. 
Thus considered one realizes that one is not independent, that one is a part 
of a social system which is reflected in the normal neurotic and in the 
delusions or hallucinations of the psychotic. 

In brief, I feel that psychoanalysis is really very much related to psychia- 
try. In fact, it is only a part of it. Psychiatry is the all-inclusive mental 
science just as is medicine, in the broad sense, and psychoanalysis can no 
more be detached from psychiatry than can histology or pathology from 
medicine. Let us hope that this meeting which brings psychoanalysis before 
this great body of active psychiatrists, some of whom still belong to the 
old school of descriptive psychiatry will be fruitful of promoting a better 
understanding between the different schools both of which aim to under- 
stand and help the psychotic patient. 


Dr. G. V. ‘Hamitton.—I think that we are all greatly indebted to Dr. 
Burrow for bringing to an issue the problem of method in psychiatric 
observation. I wish to cheer him a little by saying that during the last 
year and a half The Division of Psychobiological Research of the Bureau 
of Social Hygiene has been trying out a comparative method for the study of 
individuals with rather gratifying results. I do not believe that we need 
to be pessimistic even with reference to the possibility of developing 
scientifically valid methods for the psychoanalytic approach to our prob- 
lems. Sound methodology requires the observance of various obvious rules 
of evidence which hold good in all fields of scientific investigation, and I 
believe that our present testing of methods justifies me in saying that the 
psychiatrist can observe these rules and at the same time considerably reduce 
the resistances of the patient that stand in the way of direct and recog- 
nizable expression of primary impulses in behavior and awareness. 


Dr. Cortat.—I agree with the other speakers. This meeting today is a 
very important occasion for an attempted amalgamation of the psychoana- 
lytic concepts from the interpretative standpoint and the psychiatric concepts 
from the descriptive standpoints. 

For a number of years, I have felt and stated on several occasions before 
this Association, that psychiatry if it advanced at all must advance along the 
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line of interpreting symptoms from the psychoanalytic standpoint, that is, 
from the standpoint of the unconscious motivation of symptoms and not 
evaluate the symptoms purely in their conscious or pre-conscious setting. 
The difficulty which has stood in the way, however, has been what we may 
term a sort of narcissistic resistance between the psychiatrist and the 
psychoanalyst. 

It was Freud who pointed out in the course of development of science, 
man’s narcissism or self-love has suffered three severe blows. The first 
blow was the cosmological one, when Copernicus demonstrated that the sun 
was not the center of the universe. The second blow was the biological one, 
when Darwin proved that man was not a separate and independent creation. 
The third blow which has been dealt by psychoanalysis has been the sever- 
est of all. It might be termed the psychological blow because it struck 
deeply at man’s inner feelings, his self-love, his narcissism, his unwilling- 
ness to face what he vaguely or clearly felt within himself. It is this 
narcissistic resistance which has prevented any amalgamation between de- 
scriptive and analytical psychiatry. So that I feel today we have in America 
at least taken steps toward a real interpretative psychiatry. 

In my communication yesterday before this Association, you will probably 
remember that I made certain tentative efforts, very briefly, it is true, 
on the basis of an analytical interpretation of the manic depressive and 
schizophrenic groups. I do not know whether Dr. Burrow wished to leave 
this impression but at any rate, I want to make it clear that psychoanalysis 
is the result of practical work with human beings. It was first developed as 
a therapeutic necessity for the neuroses and borderland cases and as the 
result of that therapeutic need, the theoretical basis of psychoanalysis which 
is now termed meta-psychology was developed and amplified. From the 
analytic standpoint, we must remember that such mental states as simple 
depressions or stupors or manic flight of ideas, have a deep meaning behind 
them. Why does a certain patient go into a stupor? What is gained by that 
extreme regression, that extreme break and flight from reality? What is 
the cause of a depression—a depression that may be all out of proportion to 
the apparent precipitating or motivating cause as is given in the ordinary 
psychiatric history? What is behind the manic flight of ideas? It is true 
that when we begin to analyze the manic flight through methods of free 
associations, we find an underlying connection. Why does a patient utilize 
those particular fragments of his unconscious apparatus in order to prevent 
himself from facing an unbearable reality? 

The answer to these questions can never be given by pure descriptive 
psychiatry. It can never be given by a stenographic record of a patient’s 
production. Psychoanalysis alone as a practical method of investigation and 


treatment can give us the answer to these puzzling questions in clinical 
psychiatry. 


_ Dr. Srracnet.—I feel impelled to come to Dr. Burrow’s aid. Dr. Bur- 
row is known as an analyst, and yet, the impression he has given is one that 
I am afraid belittles or makes smaller the purpose and purport of analysis. 
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I do believe that one or two points he brought up can be well taken. Per- 
haps he overemphasized it, at least it seems so to me. Freud in his earliest 
formulations attempted to prevent the thing that Dr. Burrow was stressing, 
that is, the individual common denominator or the personal effect of the 
analyst himself in his interpretations of the material at hand. Freud at- 
tempted to prevent this by stating that the analyst himself must be analyzed 
in the first place in order that he may understand within himself the prob- 
lems that are confronting himself. 

Secondly, Freud stated, mainly to the patient, we do not judge, we have 
no values. He attempted to eliminate the common denominator which is 
so prevalent due to our various concepts of what is good or bad, of what 
is ludicrous or simple. That is according to our set of conscious values that 
we put upon it with which we are far from being in accord. It is very 
difficult to have a consensus of opinion as long as we have an extrinsic set 
of values built up by vicarious methods of our social structure. Until the 
time comes (which I hope will be never) that we will all have the same 
concept of what is good, of what is bad, we will not be able, I believe, to 
say that this thing will be or can be an absolute test tube science. I don’t 
exactly see the necessity for it. We are dealing with a flexible organism, 
the human being, ever constantly changing. I think, however, considering 
that analysis is yet in its infancy, in swaddling clothes, that the fact Dr. Bur- 
row is most apprehensive about, the divergence of the interpretation of the 
different phenomena we observe, will be overcome as we outgrow these 
things and learn to coordinate our psychic extremities such as we saw the 
cat do on the screen this morning which Dr. Casamajor so nicely portrayed. 
I do not think we need be apprehensive about the final union and fusion of 
this more or less uncoordinated and yet over-coordinating group of investi- 
gators. 


Dr. Meyer.—I should like to rise to ask a few questions and also to 
express a doubt. In the first place, I feel as if I were on almost medieval 
ground when I take the definition of science quite in these terms of obser- 
vation and consensus. The laboratory seems to me to consist of a ground 
of observation, but not of observation alone. It is a ground on which one 
forms intermediate steps concerning which one also tries to get into agree- 
ment but those steps are relatively unimportant as compared to the second 
and most essential part of the laboratory and of science, namely, that of 
experimental trial. 

When I try to picture to myself an example of the laboratory such as 
Dr. Burrow would indicate by this definition, I would not know of any 
better example under present conditions than the spiritualistic seance which 
consists of the observation of certain happenings and the formation of a 
consensus. Somehow, for scientific work today, the criteria are rather differ- 
ent. As I said, the consensus or rather the ideas one forms are looked upon 
as relatively unessential, as intermediaries that will lead over to the second 
essential, namely, that of trial. 
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It seems to me that Dr. Burrow would do ws a great favor and help us a 
great deal if he could simply give us a statement of what he thinks the 
error of those of us must be who have for some time been speaking of 
objective psychiatry, of objective biology, only usually in terms of obser- 
vation with trial and experiment. 


Dr. OBernporF.—There is no doubt this meeting is a happy culmination 
of an attempt in process for many years, to bring into close proximity 
these two organizations. 

Under the leadership of Dr. Meyer, fifteen years ago at Ward’s Island, 
the scene was laid for much of the psychoanalytic work done with psy- 
choses in America. Many symptoms in psychopathic cases were interpreted 
and these interpretations have since been confirmed. 

Dr. Burrow’s proposition of “group” endeavor and a community of 
Opinion seems to me to be absolutely invalid as a psychoanalytic procedure. 
Psychoanalysis is a process which is strictly individual and must be so 
because unconscious mechanisms cannot be investigated in the presence 
of a third person. As a matter of fact, each psychoanalyst has in his own 
office a laboratory where he works with a small group—a group of two. 
What he studies there by the method of trial and interpretation cannot be 
observed by anyone else, but what he discovers and ascertains, is presented 
to other scientists subsequently for criticism and verification. Results of 
analysis are proven by trial as far as their therapeutic value goes. By this 
trial and result method, scientific requirements have undoubtedly been ful- 
filled in psychoanalytic investigation. 

The thing that Dr. Coriat stressed, namely that psychoanalysis goes one 
step further than descriptive psychiatry, was implied in Dr. Campbell's 
presentation. The latter’s inferential mechanistic descriptions were form- 
erly adequate but where psychoanalysis has gone beyond descriptive dynam- 
ics is the more specific investigations of the symptoms of each individual 
patient, and still further and more important, not the conscious but the 
unconscious sources. 


Dr. Syz.—Dr. Meyer has expressed certain doubts as to the method 
which Dr. Burrow has indicated. I have been working with Dr. Meyer at 
the Phipps Clinic for several years and for about the same length of time 
with Dr. Burrow. I have had an opportunity to have direct contact with 
Dr. Burrow’s work. According to my experience, I cannot agree with the 
allusion Dr. Meyer made to spiritualistic seances. Dr. Meyer this morning 
mentioned in his paper several methods for the determination of psychiatric 
problems. He referred to chemical and physiological methods and to the 
approach to the emotions by the psychogalvanometric method. It is my 
feeling that Dr. Burrow and his students are developing a procedure that 
will furnish an accurate estimate of the reactions of individuals to one 
another. This may make possible a less biased examination of the social 
factor which enters into the behavior of normal as well as of pathological 
reaction types. 
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Dr. Burrow.—I do not seem to be in high favor with either psycho- 
analysts or psychiatrists. But I don’t think that is very important. What 
does seem to me important is that both psychoanalysts and psychiatrists 
should realize that a group of individuals is working together in Baltimore 
in experiments in group analysis and that our work interests us very 
much and seems to us fruitful of results. Our work is quite immature. 
There have not been more than three or four years of actual daily experi- 
mentation, so that whatever it promises cannot be entirely predicted at this 
time. 

I regret that I cannot undertake to reply to the different speakers. I 
value very much all that has been said. There is just one speaker to whom 
I do feel under obligation to make some reply and that is Dr. Meyer when 
he brings the implication that my work is of the nature of spiritualism. Our 
laboratory, like other laboratories, is hospitable. If there are any who 
desire to investigate our method, they are very welcome to do so, certainly 
none more welcome than Dr. Meyer. 

What seems to me the rub is precisely this: What we are doing is bring- 
ing to a group of observers material that consists of our own reactions. 
We are not bringing in something alien or someone who is a stranger to 
us and looking at this party. But we ourselves become the material observed 
as well as the observers. It is not easy perhaps to submit oneself to a 
consensus of observers. Not all of our material is edifying. Those who 
have had contact with private analysis know of the unseemliness of the 
material often presented. I can well understand the objection a person may 
have to this form of analysis. I object to it myself. But I think it is 
interesting and has its value and may ultimately have its place. 
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OBSERVATIONS AND REMARKS ON THE PHYSICAL 
CONSTITUTION OF FEMALE PSYCHIATRIC 
PATIENTS. 


By F. I. WERTHEIMER, 
Associate in Psychiatry, Henry Phipps Psychiatric Clinic, Johns 
Hopkins Hospital, 
AND 
FLORENCE E. HESKETH, 
Charlton Fellow in Medicine 1925/26 Johns Hopkins University. 


The revival of constitutional studies in medicine has brought 
with it a new interest in the old endeavor to classify individuals 
according to typical body forms. While the old observers distin- 
guished types of habitus according to the predominance of body 
organs, in accordance with the overemphasis on body organs dating 
back to Cabanis and Lamarck, the more recent and exact morpho- 
logical observations of Mills (1917)* and Kretschmer’ deal pri- 
marily with the impression of the habitus of the individual in toto. 

The possibility of clinical correlations with these body types has 
been especially promising in psychiatry. In the already large litera- 
ture on the subject these correlations have been considered sta- 
tistically. While there can be no doubt that these relationships 
should eventually be open to exact biometrical methods, in a purely 
statistical approach to this problem according to our present-day 
knowledge a number of serious sources of error must be con- 
sidered. Of these the age displacement of physical types of habitus 
seems of particular importance. Moreover, the present status of 
psychiatric nosology is not inviting to the ordinary statistical 
methods. How great the methodological difficulties are is particu- 
larly apparent in the anthropological study of female mental 
patients. 

In the study of female psychiatric patients of this series we 
were primarily concerned with the problem of a relation between 
anthropometric measurements and body types diagnosed by obser- 
vation. While the material is too small to allow any definite 
conclusions, it has been possible to derive from it certain in- 
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teresting indications concerning somatometric and somatoscopic 
methods. 

Thirty-one unselected female patients from the Henry Phipps 
Psychiatric Clinic were studied. The anthropological methods used 
were the same as described in our study of male patients." The 


Body Protile- Women. $. 6. 


Fic. 1. 


same observations and measurements were also made. The dia- 
grams of trunk profiles of women (Fig. 1) were used in the 


recording of observational data. The types represented were se- 
lected after observation of a large number of women, and the 
drawings were adapted from photographs, as in the corresponding 
diagrams for men. Since in the classification of typical forms the 
skeletal proportions of the chest (1. e., general fullness or flatness 
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of chest cavity, etc.) are of main importance, the breasts are not 
represented in the type diagrams. Application of the index 
Leg length * X 10° 

Transverse chest diameter X sagittal chest diameter X trunk height 
to this series of patients gave results paralleling those of the study 
of male patients. The visual impression of body types corresponds 
to certain index values ; the pyknic type corresponds to the lowest 
values, the asthenic type to the highest values, the mixed or less 
clear types to the intermediate values. The anthropometric data 
seem to indicate that the index tends to higher values in women 
than in men, as the following table shows: 


X 100 


Women Men 
Range of index values................. 247-407 153-337 
(31 cases) (65 cases) 
Lowest index of pyknic type............ 247 153 
Highest index of pyknic type........... 312 244 
Lowest index of asthenic type........... 346 282 
Highest index of asthenic type.......... 407 337 


No influence of the age factor on the values of the index is 
indicated. This is shown by the following figures referring to the 
clear types found: 


Pyxnic Type 


Age Index 
247 

ASTHENIC 
346 
368 
380 
348 
393 


The ages of the patients having the three highest index values are 
as follows: 


Age Index value 
407 


* Measurements in centimeters. 
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It is not possible as regards the correlation of body types with 
nosological types to draw conclusions from this small series of 
cases. The differentiation of depressive reaction types in women is 
often very difficult, and as regards even rough classification there 
is a wide divergence among psychiatric schools. This is clearly 
shown by Fligel’s attempt to differentiate affective psychoses 
of manic-depressive type from those conditions which tend more to 
involution melancholia, by separating them according to the age 
of the patient at the time of the first attack, and contrasting those 
before 50 years with those after 50 years. The material of this 
study seems to indicate that among the affective (manic-depres- 
sive) psychoses the incidence of non-pyknic body forms, as com- 
pared with pyknic and pyknoid types, is greater in women than in 
men. The case of one patient may deserve special mention—as 
showing the incidence of asthenic habitus in a manic-depressive 
psychosis on an evidently constitutional basis: married woman of 
63 years ; admitted in 24th depressive attack ; first depressive attack 
at age of 20 years; attacks have slow gradual onset, and last from 
four to fifteen months, ending in abrupt recovery, usually overnight. 
Symptoms are usually of same pattern; agitation, self-accusation, 
depression, hypochondriacal complaints, morning-evening vari- 
ations. Physical habitus: face egg-shaped, with long sharp nose 
and rather angular profile ; neck thin ; trunk narrow and with little 
fat ; subcostal angle 37 degrees ; musculature flabby ; underweight : 
index = 383. 

Among the schizophrenic psychoses (five) no pyknic or pyknoid 
body form occurs. Eleven patients show dysplastic features, in 
distribution and amount of hair, face profile, or body proportion. 
The anomalies in hair quantity and distribution include one case 
of marked hypertrichosis in a woman of nineteen years ; a case of 
marked hypotrichosis in a woman aged fifty, with complete absence 
of any body hair; two cases with marked growth of hair on face; 
six cases with pronounced mammary hair; two cases with well- 
defined masculine crines. None of these eleven cases occurs among 
the clear manic-depressive psychoses (six), which seems to confirm 
the observation made on male patients that dysplastic features 


are relatively infrequent in clear affective (manic-depressive) 
cases. 
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In the attempt to assign female patients to definite body types, 
the greater difficulty of finding typical recurrent habitus forms is 
striking. Aschner* has laid particular stress on the fact that 
dimensional changes of habitus at different age periods are much 
more marked in women than in men. Although there can be no 
doubt that the types of Mills and Kretschmer do exist in women, 
yet in any discussion of female habitus the question of the 
deposition and distribution of fat cannot be overlooked. The con- 
tour of the female human body is more influenced by subcutaneous 
fat than that of man. Typical variations of this distribution occur 
frequently. Whether anything is gained by subsuming all the most 
marked variations in fat distribution under “dysplastic types ” 
seems very doubtful. Bauer,” who has found Sigaud’s classifi- 
cation of habitus forms unsuitable for application to women, speaks 
of habitus forms as typical according to the distribution of sub- 
cutaneous fat. In his book on morphological anatomy of women 
(page 178) Jayle‘ gives a diagram which illustrates the principal 
localizations of fat deposition in women. Among the patients of 
this study marked variations in fat distribution occurred, although 
there were no very typical recurrent types of distribution. The 
question has to be raised as to where, among these variations of 
fat distribution, those variations begin which deserve sufficient em- 
phasis to influence type diagnoses. This question of the relative 
value of constitutional traits for type diagnosis has been mentioned 
in a different connection by Kolle.” This is, then, another point 
where morphological conceptions are not sufficiently clear to allow 
the application of biometric methods to the problem of correlations 
between morphological and psychopathological traits. 

It seems only the most extreme variations in fat distribution 
have been given even clinical attention. Simons has described as 
a trophoneurosis cases which he called “ Lipodystrophia pro- 
gressiva.” ° Oppenheim ° has observed marked hypertrichosis in one 
of these cases. The etiology of this condition, which has been a 
fertile field for endocrinological speculation, is not known. 
Sprunt ™ ” has regarded it as a constitutional anomaly mediated 
through the chromosomes and often associated with defects of the 
endocrine system. 

The fact that the morphological habitus of patients is as a rule 
not sufficiently observed in general medical routine has brought it 
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about that the milder forms of unusual fat distribution which are 
allied to this condition have received very little attention. There 
are individuals, in brief, in whom there is a marked incongruity 
between the fat deposition of the upper and of the lower part of 
the body. No marked cases of this type occurred in the material of 


Diagram 1. , Diagram 2. Diagram 3. 
Lipodystrophic Body Types. 
Fic. 2. 


this study. However, they do not seem to be at all infrequent, and 
we have observed five cases of this type since the completion of 
the series. Diagrams 1, 2, and 3, (Fig. 2) adapted from photo- 
graphs, show the body outlines of three patients, and illustrate the 
condition in question. 

Case I is a woman, aged 50 years, who has had two pregnancies. 
Her arms, face, neck and chest are slender, even thin. In contrast 
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to this is the marked fat deposition below the waistline: below 
umbilicus, on buttocks, very marked over trochanters, on thighs, 
and to less extent on legs below knees. The patient looked much 
younger than her age. (Diagram 1.) 

The second patient is twelve years of age. Menstruation began 
at the age of ten. She showed marked fat desposition below the 
waistline, combined with a slender upper part of the body. Fat 
deposits are particularly marked in the abdomen, especially just 
below the umbilicus, in buttocks, over trochanters, and on thighs 
and legs. (Diagram 2.) The similarity between patient 1 and 
patient 2 is striking when the difference in age is considered. 

The contrasting condition is shown by the third patient, a woman 
49 years of age, who has had two pregnancies. She showed marked 
fat deposition above the waistline, concentrated in face, neck, 
shoulders, arms (especially upper arms), breasts and abdomen. 
The hips, thighs and legs are quite incongruously lean. (Dia- 
gram 3.) 

In none of these cases were there definite endocrinological indi- 
cations, nor could a history of definite onset be obtained. The other 
two cases observed were a woman of 29 years and a woman of 24 
years, both very slender in the upper part of the body with marked 
fat depositions below the waistline. Mention of these cases is 
made to show that the question of body types in women is by 
no means confined to skeletal proportions and dimensions alone. 

In summing up, the following observations may be mentioned : 
In a series of 31 female psychiatric patients the anthropometric 
values expressing the trunk volume—limb length proportion cor- 
responded with the visual impression of body types, the pyknic type 
showing low values, the asthenic type high values. The averages 
and range of variations of the anthropometric value of this index 
are markedly higher in women than in men (31 cases as compared 
with 65 cases). No influence of the age factor on the index is 
indicated. No dysplastic signs occur in the clear manic-depressive 
cases. There are lipodystrophic forms of habitus: diagrams are 
given to illustrate two characteristic types of fat distribution: with 
obesity above the waistline and thinness below the waistline ; with 
obesity below the waistline and thinness above the waistline. 
These characteristic forms, in which the contrast in regional fat 
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distribution is striking, are not infrequent and seem to be allied to 
the clinical syndrome known as “ lipodystrophia progressiva.” It 
is doubtful whether these conditions should be classed as dysplastic 
in the sense of Kretschmer. Altogether, the recognition of body 
types in women is more complicated than in men, and a perfection 
of technique and more clarity in type diagnosis will be necessary 
before exact biometric methods can be applied to the problem of 
correlation with nosological types. 


BIBLIOGRAPHY. 


1. Mills, R. W.: The Relation of Bodily Habitus to Visceral Form, Posi- 
tion, Tonus and Motility. Amer. Jour. of Roentgenology, iv, 1917, 
155. 
Kretschmer, E.: Physique and Character. New York, 1925. 
Wertheimer and Hesketh: The Significance of the Physical Constitu- 
tion in Mental Disease. Baltimore, 1926. 

4. Fliigel, F. E., and A. O. Henckel: K6rperbauuntersuchungen an manisch- 
depressiven Frauen. Klin. Wchnschr., iv, 1925, 167. 

5. Aschner, B.: Die Konstitution der Frau. Miinchen, 1924. 

6. Bauer, J.: Phanomenologie und Systematik der Konstitution und deren 
dispositionelle Bedeutung auf somatischem Gebiet. Handbuch der 
normalen und pathologischen Physiologie, XVII, Berlin, 1926. 

7. Jayle, F.: La Gynécologie. I. L’anatomie morphologique de la femme. 
Paris, 1918. 

8. Kolle, K.: Grundsatzliches zur psychiatrischen K6rperbauforschung. 
Klin. Wchnschr., v, 1926, 595. 

9. Oppenheim, H.: Lehrbuch der Nervenkrankheiten, Berlin, 1913. 

o. Watson, W. N. B., and W. T. Ritchie: Progressive lipodystrophy. 
Quarterly Jour. of Med., Oxford, Jan., 1925, p. 224. 

11. Sprunt, Th. P.: Lipodystrophia Progressiva: A Report of two cases, 
one of which showed improvement under medical treatment. South- 
ern Med. Journ. XVI., May, 1923. 333. 

12. Sprunt, Th. P.: Lipomatosis. In: Nelson, Loose Leaf Med., 1920, 
III, 199 ff. 

13. P. Mathes: Die Konstitutionstypen des Weibes, insbesondere der 
intersexuelle Typus. Halban J. and Seitz L.: Biologie und Patholo- 
gie des Weibes. Vol. 111. Berlin und Wien. 1924. 


@ 


A BIBLIOGRAPHY OF AMERICAN CONTRIBUTIONS 
TO WAR NEUROPSYCHIATRY.* 


By NORMAN FENTON, Pu. D., 
Ohio University, 
AND 


DOROTHY E. MORRISON, A. B., 
The National Health Library. 


Abbot, E. S. Work of psychiatrists in military camps. Amer. Jour. Insan., 
1919, V. 75, PP. 457-65. 

Adler, H. M. The broader psychiatry and the war. Mental Hyg., 1917, 
Vv. I, PP. 364-70. 

Adler, H. M. Disciplinary problems of the army. Mental Hyg., 1919, v. 3, 

. 594-602. 

Adler, H. M. Some observations on disciplinary psychiatry in the army. 
Arch. Neurol. Psychiat., 1920, v. 3, pp. 210-12. 

American Legion-National Rehabilitation Committee. The American 
legion at work for the sick and disabled; report, Oct. 1922. 

Ames, T. H. Bibliography of war neuroses. 

Ames, T. H. War Shock, its occurrence and symptoms. Jour. Nerv. 
Mental Dis., 1918, v. 47, pp. 43-47. 

Anderson, M. L. Mental reconstruction through occupationa! therapy. 
Mod. Hosp., 1920, v. 14, pp. 326-27. 

Atwill, Dorothy. Psychiatric social service for ex-service men. Conn. Soc. 
Mental Hyg., 11th Annual Report, 1918-19, pp. 20-24. 

Auer, E. M. Phenomena resultant upon fatigue and shock of the central 
nervous system observed at the front in France. Med. Rec., 1916, v. 89, 
PP. 641-44. 

Auer, E. M. Some of the nervous and mental conditions arising in the 
present war, Mental Hyg., 1917, v. 1, pp. 383-88. 

Bailey, Pearce. Applicability of the findings of the neuro-psychiatric ex- 
aminations in the army to civil problems. Mental Hyg., 1920, v. 4, 
Ppp. 301-11. 

Bailey, Pearce. Care and disposition of the military insane. Mental Hyg., 
1918, v. 2, pp. 345-58. 

Bailey, Pearce. Care of disabled returned soldiers. Mental Hyg., 1917, v. 1, 
Pp. 345-53. Also in Pacific Med. Jour., 1917, v. 60, pp. 608-15. 


* The authors desire to have other titles not included in this list for use 
in the official history of the U. S. Army (A. E. F.) Neuropsychiatric Divi- 
sion now in preparation under the editorship of Dr. Thomas W. Salmon. 


n 
e. 
y. 
S, 
h- 
0, 
er 
o- 


508 CONTRIBUTIONS TO WAR NEUROPSYCHIATRY [Jan. 


Bailey, Pearce. Incidence of multiple sclerosis in United States troops. 
Arch. Neurol. Psychiat., 1922, v. 7, pp. 582-83. 

Bailey, Pearce. Mental deficiency; its frequency and characteristics in the 
United States as determined by the examination of recruits. Mental 
Hyg., 1920, v. 4, pp. 564-96. 

Bailey, Pearce. Nervous and mental disease in U. S. troops. Med. Progress, 
1920, Vv. 36, Pp. 193-07. 

Bailey, Pearce. Neuropsychiatry and the mobilization. N. Y. Med. Jour., 
1918, v. 107, PP. 704-95. 

Bailey, Pearce. Psychiatry and the army. Harpers’ Month. Mag., 1917, 
Vv. 135, PP. 251-57. 

Bailey, Pearce. Reconstruction in nervous and mental disease. Ungraded, 
1920, v. 5, Pp. 97-107. 

Bailey, Pearce. War and mental disease. Amer. Jour. Pub. Health, 1918, 
v. 8, pp. 1-7. 

Bailey, Pearce. War neuroses, shell shock and nervousness in soldiers. 
Jour. Amer. Med. Assoc., 1918, v. 71, pp. 2148-53. 

Bailey, Pearce. War’s big lesson in mental and nervous disease. N. Y. Natl. 
Comm. Mental Hyg., 1919, 10 ». Reprint from N. Y. Times, Sept. 14, 
1919. 

Ball, C. R. Neurology and psychiatry in the war. Jour. Lancet, 1920, v. 40, 
Pp. 207-12. 

Barker, L. F. War and the nervous system. Jour. Nerv. Mental Dis., 1916, 
v. 44, pp. I-10. 

Barnea, F. M., Jr. Out-patient neuropsychiatric clinic as a factor in voca- 
tional rehabilitation. Jour. Missouri Med. Assoc., 1924, v. 21, pp. 43-46. 

Bassoe, Peter. Report of neuroses in soldiers with presentation of cases. 
Jour. Nerv. Mental Dis., 1919, v. 50, pp. 170-73. 

Beall, C. G. Functional diseases of nervous system in soldiers and civilians. 
Jour. Ind. Med. Assoc., 1922, v. 15, pp. 75-78. 

Benton, G. H. Some evidences of inadaptibility in ex-service psychoneu- 
rotics. South. Med. Jour., 1922, v. 15, pp. 992-1000. 

Benton, G. H. War neuroses and allied conditions in ex-service men, as 
observed in the U. S. public health service hospitals for psychoneurotics. 
Jour. Amer. Med. Assoc., 1921, v. 77, pp. 360-64. 

Billings, Frank. Leaving too soon; the disabled soldier should remain in 

the hospital for full restoration, physical and mental. Carry On, 1919, 
v. I, no. 5, pp. 8-10. 

Billings, Frank. Physical and mental rehabilitation of disabled soldiers of 
the U.S. Army. Trans. Cong. Amer. Phys. Surg., 1919, v. 11, pp. 105-16. 
Also in Inst. Quar., 1919, v. 10, p. 97. 

Bisch, A. E. Early recognition of mental disease. South. Med. Jour., 1919, 
v. 12, pp. 538-41. 

Bloedorn, W. A. Hysteria in the naval service. U. S. Nav. Med. Bull. 
1921, v. 15, pp. 515-21. 

Bowers, P. E. Psychoneuroses. Santa Clara County Med. Soc. Bull., 1921, 
v. 2, No. 4, pp. 4-7, No. 5, pp. 3-6. 


1927] | NORMAN FENTON AND DOROTHY E. MORRISON 509 


Bowman, K. M. Analysis of case of war neurosis. Psychoanal. Rev., 1920, 
V. 7, PP. 317-32- 

Bowman, K. M. Report of the examination of the —— Regiment, U. S. A., 
for nervous and mental disease. Amer. J. Ins., 1919, v. 74, pp. 555-64. 

Bowman, K. M. Relation of defective mental and nervous states to military 
efficiency. Mil. Surg., 1920, v. 46, pp. 651-69. 

Briggs, L. V. Massachusetts Committee for the state care and treatment of 
soldiers suffering from nervous and mental diseases (letter). Bost. 
Med. Surg. Jour., 1917, v. 176, p. 922. 

Briggs, L. V. A plea for more psychiatrists and neurologists for war 
service. Proc. Alienists and Neurologists, 1917, v. 6, p. 31. 

Briggs, L. V. War neuroses; environment and events as the causes. Amer. 
Jour. Insan., 1920, v., pp. 285-94. 

Briggs, L. V., and M. B. Hodskins. Report of neuropsychiatric work at 
Camp Devens, Mass. N. Y. Med. Jour., 1921, v. 113, pp. 749-50. 

Brown, M. W., and F. E. Williams. Neuropsychiatry and the war; a 
bibliography with abstracts. N. Y. Natl. Comm. Mental Hyg., 1918, 
292, Pp. 

Brown, M. W., and F. E. Williams. Neuropsychiatry and the war; Supple- 
ment 1. Oct. 1918. N. Y., Natl Comm. Mental Hyg., 1918, p. 117. 
Brown, Sanger II. Nervous and mental disorders of soldiers. Amer. Jour. 

Insan., 1920, v. 76, pp. 419-36. 

Brown, Sanger II. Nervous symptoms in ex-soldiers. Jour. Amer. Med. 
Assoc., 1921, Vv. 77, pp. 113-16. 

Brownrigg, A. E. Neuropsychiatric work in the army. Bost. Med. Surg. 
Jour., 1919, v. 181, pp. 458-62. 

Caldwell, C. B. Notes on army neuropsychiatry. Inst. Quar., 1919, v. ro, 
No. 3, pp. 60-64. 

Cushing, Harvey. Neurological surgery and the war. Bost. Med. Surg. 
Jour., 1919, v. 181, pp. 549-52. 

Cushing, Harvey. Some neurological aspects of reconstruction. Arch. 
Neurol. Psychiat., 1919, v. 2, pp. 493-504. 

Cutler, E. C. Neurological surgery in a war hospital. Bost. Med. Surg. 
Jour., 1916, v. 174, Pp. 305-09. 

Davis, T. K. Status lymphaticus; its occurrence and significance in war 
neuroses. Arch. Neurol. Psychiat., 1919, v. 2, pp. 414-18. 

Dercum, F. X. So-called “shell shock”; the remedy. Arch. Neurol. 
Psychiat., 1919, v. 1, pp. 65-76. 

DeSchweinitz, G. E. Concerning the ocular phenomena in the psychoneu- 
roses of warfare. Arch. Opthal., 1919, v. 48, pp. 419-38. 

Dishong, G. W. War psychoneuroses. Neb. Med. Jour., 1919, v. 4, pp. 
238-43. 

Drysdale, H. S., and J. S. S. Gardner. Hysterical hemiplegia; report of 
case resulting from a shrapnel wound of the scalp and presenting 


interesting clinical features. Jour. Amer. Med. Assoc., 1919, Vv. 73, 
pp. 1258-62. 


510 CONTRIBUTIONS TO WAR NEUROPSYCHIATRY [Jan. 


Dumoz, A. G. The simulation of disease; drugs, chemicals, and septic 
materials used therefor. U. S. Pub. Health Reports, 1917, v. 32, 
pp. 1887-92. 

Fenton, Norman. Bibliography in Southard, E. E. “ Shell Shock.” Bost., 
Leonard, 1919, pp. 905-82. 

Fenton, Norman (and Schwab, S. I.) The factor of anticipation in war 
neuroses. Proc. Amer. Neurol. Assoc., May 19109. 

Fenton, Norman. Anticipation neurosis and army morale. J. Abnor. and 
Soc. Psych., 1925, v. 32, pp. 282-93. 

Fenton, Norman (and Thom, D. A.) Amnesias in war cases. Proc. Amer. 
Med. Psych. Assoc., May 1920, also Amer. J. Insan., 1919, v. 76, 
PP. 437-38. 

Fenton, Norman. Civilian readaptation of A. E. F. war neurotics. Proc. 
Amer. Psychol. Assoc. (Western Div.), July 1925. Psy. Bull., 1926, 
Vv. 23, Pp. 290. 

Fenton, Norman. A survey of war neurosis and its aftermath, A Thesis, 
Library of Leland Stanford Junior University, 1925, 324 p. 

Fenton, Norman. Shell shock and its aftermath. C. V. Mosby, St. Louis, 
1926, 173 p. 

Foley, T. K. The Limas as a manifestation of malingering. Internatl. 
Clinics, v. 2, series 29, pp. 164-70. 

Frost, L. C. Treatment in relation to the mechanism of shell shock. Mil. 
Surg., 1919, v. 44, pp. 350-60. 

Gregory, M. S. Neuropsychiatry in recruiting and cantonment. Arch. 
Neurol. Psychiat., 1919, v. 1, pp. 89-94. 

Grimberg, L. E. War traumas of the spinal cord; some clinical features. 
Jour. Nerv. Mental Dis., 1919, v. 49, pp. 115-29. 

Hadley, E. E. Mental symptom complex following cranial trauma. Jour. 
Nerv. Mental Dis., 1922, v. 56, pp. 453-77, 567-90. 

Hamilton, S. W. Standard neuropsychiatric veterans’ hospitals. N. Y. Natl. 
Comm. Mental Hyg., 1925. 

Harrington, M A. Mental disease in the field. Mental Hyg., 1918, v. 2, 
pp. 407-15. 

Held, William. War psychosis and epilepsy. Mississippi Valley Med. Jour., 
1919, Vv. 26, pp. 97-100. 

Held, William. Epileptograph studies in Europe, with remarks on war 
psychosis. Amer. Med., 1922, v. 17, pp. 388-95. 

Heldt, T. J. Some important factors in the hospital treatment of psycho- 
neurotic ex-service men. Amer. Jour. Psychiat., 1923, v. 2, pp. 647-63. 

Hill, D. S. Valid uses of psychology in the rehabilitation of war victims. 
Mental Hyg., 1918, v. 2, pp. 611-28. 

Hoch, August. Recommendations for the observation of mental disorders 
incident to the war. Psychiat. Bull., 1917, v. 2, pp. 377-85. 

Holbrook, C. S. Shell-shock; psychoneuroses of war. New Orleans Med. 
Surg. Jour., 1918, v. 71, pp. 191-202. 

Hollingworth, H. L. Psychological service in reconstruction. Col. Univ. 
Quar., 1919, v. 21, pp. 200-26. 


1¢ 


H 


1927 | NORMAN FENTON AND DOROTHY E, MORRISON 


511 


Hollingworth, H. L. Psychology of the functional neuroses. N. Y., Apple- 
ton, 1920. 259 Pp. 

Howland, G. W. Neuroses of returned soldiers. Med. Fortnightly, 1917, 
v. 49, pp. 97-100, or also in Amer. Med., 1917, v. 23, pp. 313-19. 
Hulbert, H. S. Gas neurosis syndrome. Amer. Jour. Insan., 1920, v. 77, 

pp. 213-16. 


Hulbert, H. S. Military value of psychiatry. Jour. Crim. Law and Crimi- 
nol., 1920, v. 10, pp. 612-14. 


Humes, C. D. War neuroses. Jour. Indiana State Med. Assoc., 1919, v. 12, 
p. 123. 

Hunt, J. R. Exhaustion pseudoparesis; a fatigue syndrome simulating 
early paresis, developing under intensive military training. Jour. Amer. 
Med. Assoc., 1918, v. 70, pp. II-14. 

Hutchings, R. H. Hysteria as manifested in the military service. State 
Hosp. Quar., 1919, v. 4, Pp. 293-300. 

Inman, T. G. Some comparisons between war neuroses and those of civil 
life. Calif. State Jour. Med., 1920, v. 18, p. 184. 

Ireland, G. O. Neuropsychiatric ex-service man and his civil reestablish- 
ment. Amer. Jour. Psychiat., 1923, v. 2, pp. 685-704. 

Ireland, M. W. Care of Army’s mental defectives. Jour. Nerv. Mental Dis., 
1920, V. 52, Pp. 537. 

Jacoby, A. L. Disciplinary problems of the navy. Mental Hyg., 1919, v. 3, 
pp. 603-08. 

Jarrett, M. C. Social work as war service. Mass. Comm. Mental Dis. Bull., 
1918, v. 2, no. I, pp. 25-29. 

Jarrett, M. C. War neuroses after the war; extra-institutional preparation. 
Natl. Conf. Social Work, 1918, 8 p. 

Johnstone, E. K. Notes on shell-shock. Mil. Surg., 1918, v. 42, pp. 531-38. 

Kennedy, Foster. Clinical observations on shell-shock. Med. Rec., 1916, 
v. 80, p. 338. 

Kennedy, Foster. Nature of nervousness in soldiers. Jour. Amer. Med. 
Assoc., 1918, v. 71, pp. 17-21. 

Kenyon, E. L. The stammerer and army service. Jour. Amer. Med. Assoc., 
1917, v. 60, pp. 664-65. 

Kiely, C. E. Five hundred cases of shell shock. Ohio State Med. Jour., 
Vv. 15, pp. 711-18. 

Kindred, J. J. Neuropsychiatric wards of the United States Government ; 
their housing and other problems. Amer. Jour. Psychiat., 1921, v. 1, 
pp. 183-92. 

Klopp, H. I. War neuroses in general practice. Hahnemann. Month., 1922, 
V. 57, PP. 91-100. 

Kolb, Lawrence. Bearing of war neuroses on immigration. Arch, Neurol. 
Psychiat., 1919, Vv. I, Pp. 317-32. 

Lazell, E. W. Psychology of war and schizophrenia. Psychoanal. Rev., 
1920, V. 7, PP. 224-45. 


512 CONTRIBUTIONS TO WAR NEUROPSYCHIATRY [ Jan. 


Leahy, S. R. An analysis of cases admitted to the neuropsychiatric services 
of U. S. Army General Hospital No. 1. (Columbia War Hospital, 
N. Y.). Arch. Neurol. Psychiat., 1920, v. 4, pp. 191-97. 

Leahy, S. R. Neuropsychiatric services of the U. S. A. General Hospital 
No. 1. Jour Nerv. Mental Dis., 1920, v. 51, pp. 454-56. 

Lorenz, W. F. Delinquency and the ex-soldier. Mental Hyg., 1923, v. 7, 
Pp. 472-84. 

Lorenz, W. F. War psychoneurosis. Wiscon. Med. Jour., 1920, v. 18, 
pp. 506-11. 

Love, A. G., and C. B. Davenport. Defects found in drafted men. Wash., 
Govt. Print. Off., 1920, 1663 p. 

Love, A. G., and C. B. Davenport. Defects found in drafted men Statis- 
tical information comp. from the draft records. Wash. Govt. Print. 
Off., 1919, 359 Pp. 

Love, A. G., and C. B. Davenport. Physical examination of the first million 
draft recruits. Wash., Govt. Print. Off., 1919, 54 p. 

McAllaster, B. R. Hysterical disorders observed in American soldiers in 
France. Iowa Bull. State Inst., 1921, v. 23, pp. 98-101. 

MacCurdy, J. T. Mental hygiene lessons of the war. State Hosp. Quar., 
1920, Vv. 5, PP. 205-20. 

MacCurdy, J. T. Psychology of war. Bost., Luce, 1918, 85 p. 

MacCurdy, J. T. War neuroses. Camb. (Eng.) Univ. Press., 1918, 132 p. 
Also appeared in Psychiat. Bull., 1917, v. 2, pp. 243-54. 

McDaniel, F. L. Report of the psychiatric division on recruits entering 
in-coming detention camps. U.S. Nav. Med. Bull., 1919, v. 13, pp. 854-58. 

MacDonald, Arthur. Disequilibrium of mind and nerves in war. Med. Rec., 
1919, Vv. 95, PP. 727-31. 

MacDonald, Arthur. Physical and mental examination of American soldiers. 
Mod. Med., 1921, v. 3, pp. 129-33. 

MacPherson, D. J. Neuropsychiatric experiences at Vichy and Savenay. 
Arch. Neurol. Psychiat., 1920, v. 3, 215-18. 

McPherson, G. E. Neuro-psychiatry in army camps. Bost. Med. Surg. 
Jour., 1919, v. 181, pp. 606-11. Also in Amer. Jour. Insan., 1919, v. 76, 
PP. 35-44. 

McPherson, G. E. and L. B. Hohman. Diagnosis of “war psychoses.” 
Arch. Neurol. Psychiat., 1919, v. e, pp. 207-24. 

Major, H S. Work of the neuropsychiatrists in the U. S. Army camps. 
Missouri State Med. Assoc. Jour., 1919, v. 16, pp. 377-79. 

Massonneau, Grace. Social analysis of a group of psychoneurotic ex-service 
men. Mental Hyg., 1922, v. 6, pp. 575-91. 

Mayer, A. G. On the non-existences of nervous shell-shock in fishes and 
marine invertebrates. Natl. Acad. Sci., Proc., 1917, v. 3, p. 597. 

Mayer, C. E. Report of a case of sensory aphasia in a soldier. Inst. Quar., 
IQIQ, Vv. 10, pp. 50-52. 

Meagher, J. F. W. Prominent features of the psychoneuroses in the war. 
Amer. Jour. Med. Sci., 1919, v. 158, pp. 344-54. 


1927 | NORMAN FENTON AND DOROTHY E. MORRISON 513 


Meagher, J. F. W. Nervous and mental diseases in the war; a comparison 
of the results of the examination of recruits in two army camps. 
Jour. Nerv. Mental Dis., 1919, v. 50, pp. 331-37. 

Meyer, E. W. Notes on the work of the neuro-psychiatric corps. Pacific 
Coast Jour. Homeop., 1920, v. 31, pp. 55-58. 

Mills, C. K. War neurology; an introduction to Shell Shock and Other 
Neuropsychiatric Problems, by E. E. Southard. Bost., Leonard, 1919, 
Pp. v-Xviii. 

Mosher, J. C. The shell-shock ward. Alb. Med. Ann., 1919, v. 40, pp. 137-44. 

Neymann, C. A. Some experiences in the German Red Cross. Mental Hyg., 
1917, Vv. I, Pp. 392-96. 

Nichols, C. L. War and civil neuroses; a comparison. L. I. Med. Jour., 
1919, Vv. 13, pp. 257-68. 

Norbury, F. G. Relation of defective mental and nervous states to military 
efficiency. Mil. Surg., 1920, v. 47, pp. 20-39. 

Norbury, F. P. Mental hygiene and the war. Jour. Iowa State Med. Soc., 
I9IQ, V. 9, PP. 299-315. 

Norbury, F. P. Mental mechanisms of war neuroses. Med. Her., 1920, v. 39, 
pp. 109-13. 

Norbury, F. P., and F. G. War neuroses and psychoses; their after care 
and treatment. Ill. Med. Jour., 1920, v. 37, pp. 232-37. 

Oppenheimer, B. S., and M. A. Rothschild. Psychoneurotic factor in the 
irritable heart of soldiers. Jour. Amer. Med. Assoc., 1918, v. 70, pp. 
550-54. 

Parsons, F. W. War neuroses. Atlan. Month., 1919, v. 123, pp. 335-38. 

Patrick, H. T. Remarks on examination of recruits for nervous and mental 
disorders. Jour. Nerv. Ment. Dis., 1918, v. 47, pp. 450-53. 

Payne, C. R., and S. E. Jelliffe. War neuroses and psychoneuroses. Jour. 
Nerv. Mental Dis., 1918, v. 48, pp. 246-53, 325-32, 385-94; 1919, Vv. 49, 
PP. 50-57, 142-48, 234-38, v. 50, pp. 359-68, 464-67. 

Perde, N. Endocrinopathic constitutions and pathology of war. Endocri- 
nology, I919, Vv. 3, PP. 329-4I. 

Piersol, G. M. Cardiovascular phenomena associated with war neuroses. 
Pa. Med. Jour., 1920, v. 23, pp. 258-63. 

Pollock, A. J. An analysis of a number of cases of war neuroses. Ill. Med. 
Jour., 1920, v. 38, pp. 208-12. 

Pollock, H. M. Mental diseases in New York State during the war 
period. Mental Hyg., 1919, v. 3, pp. 253-57. 

Prince, Morton. Babinski’s theory of hysteria. Jour. Abnorm. Psychol., 
1919, V. 14, PP. 312-24. 

Ratliffe, T. A. Constitutional inferiority in the navy. Wash., Govt. Print. 
Off., 1919, 9 p., U. S. Nav. Med. Bull., 1919, v. 13, pp. 728-33. 

Raynor, M. W. Psychiatry at the front in the American armies. State 
Hosp. Quar., 1919, v. 4, Pp. 301-06. 

Rhein, J. H. W. Neuropsychiatric problems at the front during combat. 
Jour. Abnorm. Psychol., 1919, v. 14, pp. 9-14. 


33 


l, 
il 
t. 
n 
n 
| 


514 CONTRIBUTIONS TO WAR NEUROPSYCHIATRY [ Jan. 


Rhein, J. H. W. Psychopathic reactions to combat experiences in the 
American army. Amer. Jour. Insan., 1919, v. 76, pp. 71-78. 

Rhein, J. H. W. War neuroses as observed in army neurological hospitals 
at the front. N. Y. Med. Jour., 1919, v. 110, pp. 177-80. 

Roberts, R. S. Use of psychological and trade tests in a scheme for the 
vocational training of disabled men. Jour. Educ. Psychol., 1920, v. 11, 
pp. ror-o8. 

Robinson, G. W. Neuro-psychoses of war and peace. Jour. Missouri Med. 
Assoc., 1921, v. 18, pp. 435-30. 

Rosanoff, A. J. First psychiatric experiences at the national cantonment at 
Camp Upton, Long Island. N. Y. Med. Rec., 1917, v. 92, pp. 877-78. 
Rosanoff, A. J. Study of hysteria based mainly on clinical material observed 
in the U. S. Army hospital for war neuroses at Plattsburgh Barracks, 

N. Y. Arch. Neurol. Psychiat., 1919, v. 2, pp. 419-60. 

Salmon, T. W. American psychiatry and the war. Amer. Med. Psycholog. 
Assoc. Trans., 1919, v. 26, p. 260. 

Salmon, T. W. Care and treatment of mental diseases and war neuroses 
(“shell shock”) in the British Army. Mental Hyg., 1917, v. 1, 
Pp. 509-47. 

Salmon, T. W. Future of psychiatry in the army. Mil. Surg., 1920, v. 47, 
Pp. 200-07. 

Salmon, T. W. Insane veteran and a nation’s honor. Amer. Legion Weekly, 
Jan. 28, 1921, pp. 5-6, 18. 

Salmon, T. W. Outline of American plans for dealing with war neuroses. 
War Medicine, 1918, v. 2, p. 34. 

Salmon, T. W. On shell shock. Inst. Quar., 1919, v. 10, No. 4, pp. 105-06. 

Salmon, T. W. Recommendations for the treatment of mental and nervous 
diseases in the United States Army. N. Y. Natl. Comm. Mental 
Hyg., 1918, 22 p. Reprint from Psychiat. Bull., 1917, v. 2, pp. 355-76. 

Salmon, T. W. Some problems of disabled ex-service men three years after 
the armistice. Mental Hyg., 1922, v. 6, pp. I-10. 

Salmon, T. W. Urgent need of adequate provision for medical care of 
insane soldiers. A. R. C., N. Y. County Chap. News, Feb. 1921, pp. 3-8. 

Salmon, T. W. Use of institutions for the insane as military hospitals. 
Mental Hyg., 1917, v. 1, pp. 354-63. 

Salmon, T. W. War Neuroses and their lesson. N. Y. Med. Jour., 1919, 
V. 109, PP. 993-94. 

Salmon, T. W. War neuroses (“shell shock”). N. Y. Natl. Comm. Mental 
Hyg., 1918, 20 p. Reprint from Mil. Surg., 1917, v. 41, pp. 674-93. 

Salmon, T. W. The wounded in mind. Carry On, July 1919, v. 1, No. 10, 
pp. 3-6. 

Schwab, S. I. Influence of war upon concepts of mental diseases and 
neuroses. Mod. Med., 1920, v. 2, pp. 192-98. Also in Mental Hyg., 1920, 
v. 4, 654-69. 

Schwab, S. I. Experiment in occupational therapy at Base Hospital 117, 
A. E. F. Mental Hyg., 1919, v. 3, pp. 580-93. 


1927 | NORMAN FENTON AND DOROTHY E. MORRISON 515 


Schwab, S. I. (and Fenton, Norman). The factor of anticipation in war 
neuroses. Proc. Amer. Neurol. Assoc., May 1919. 

Schwab, S. I. Mechanism of the war neuroses. Jour. Abnorm. Psychol., 
1919, v. 14, pp. 1-8. 

Schwab, S. I. War neuroses as physiologic conservations. Arch. Neurol. 
Psychiat., 1919, v. 1, pp. 579-635. 

Sheehan, R. F. Comment on rehabilitation methods from the neurologic 
viewpoint. Mil. Surg., 1920, v. 46, pp. 636-45. 

Sheehan, R. F. Malingering in mental diseases. Wash., Govt. Print. Off., 
1916, 9 p. Also in U. S. Nav. Med. Bull., 1916, v. ro, pp. 646-53. 

Sheehan, R. F. Neurologic service in naval hospitals. Mil. Surg., 1920, 
V. 47, PP. 295-302. 

Sims, R. F. Problems of the U. S. Veterans’ Bureau. Bost. Med. Surg. 
Jour., 1924, v. 191, pp. 189-93. 

Somerville, W. G. Shell shock (war neuroses). Memphis Med. Month. 
1919, v. 40, pp. 481-83. 

Southard, E. E. Shell shock and after (Shattuck lecture). Bost. Med. Surg. 
Jour. 1918, v. 179, pp. 73-93. 

Southard, E. E. Shell shock and other neuro-psychiatric problems, pre- 
sented in five hundred and eight-nine case histories, 1914-1918, with 
Bibliography by Norman Fenton. Bost., Leonard, 1919, 982 p. 

Stearns, A. W. The psychiatric examination of recruits. Jour. Amer. Med. 
Assoc., 1918, v. 70, pp. 229-31. 

Steckel, H. A. War neuroses in combat areas. Utica, 1919, 13 p. Also in 
State Hosp. Quar., 1919, v. 5, pp. 44-56. 

Stein, A. H. Case of “shell shock” in civil life. Alb. Med. Ann., 1921, 
v. 42, pp. 48-53. 

Stephenson, J. W. Brief résumé of neurologic and psychiatric observations 
in a hospital center in France. Arch. Neurol. Psychiat., 1920, v. 3, 
pp. 61-67. 

Strecker, E. A. Experience in the immediate treatment of war neuroses. 
Amer. Jour. Insan., 1919, v. 76, pp. 45-69. 

Sullenger, T. E. Shell shock. Psycholog. Clinic, 1919, v. 13, pp. 33-50. 

Swan, J. M. Analysis of ninety cases of functional disease in soldiers. 
Arch. Intern. Med., 1921, v. 28, pp. 586-602. 

Swift, H. M. Neurologic and psychiatric work at Savenay. Arch. Neurol. 
Psychiat., 1920, v. 3, pp. 213-15. 

Swope, S. D. Psychoneurosis incident to war experience. Southwest Med., 
1922, v. 6, pp. 26-28. 

Taylor, E. C. Types of neurological and psychiatric cases common in the 
navy. U. S. Nav. Med. Bull., 1920, v. 14, pp. 191-200. 

Taylor, J. M. Types of men as observed among recruits. Bost. Med. Surg. 
Jour., 1918, v. 179, p. 646. 

Taylor, W. S. A hypoanalytic study of two cases of war neurosis. Jour., 
Abnorm. Psychol., and Soc. Psychol., 1922, v. 16, pp. 344-55. 

Thom, D. A. (and Norman Fenton). Amnesias in war cases. Amer. Jour. 
Insan., 1919, v. 76, pp. 437-48. 


] 
| 
> 


516 CONTRIBUTIONS TO WAR NEUROPSYCIIIATRY [ Jan. 


Thom, D. A. (and H. D. Singer). Care of neuropsychiatric disabilities 
among ex-service men. Mental Hyg., 1922, v. 6, pp. 23-38. 

Thom, D. A. (and H. D. Singer). Care of neuropsychiatric disabilities ; 
some general considerations and recommendations. U. S. Pub. Health 
Reports. Wash., Govt. Print. Off., 1922, 15 p., 1921, v. 36, pp. 2665-77. 

Thomas, J. J. Types of neurological cases seen at a base hospital. Jour. 
Nerv. Mental Dis., 1916, v. 44, pp. 495-502. 

Tindall, W. J. Reconstruction work in the U. S. Army Hospitals. Med. 
Surg., 1921, v. 48, p. 48. 

Tompkins, Ernest. Stammering in connection with military service. Amer. 
Jour. Pub. Health, 1917, v. 7, pp. 638-40. 

Townsend, J. G. Government rehabilitation of the ex-service personnel of 
the World War. Mil. Surg., 1921, v. 48, pp. 127-39. 

Treadway, W. L. Activities of the War Risk Insurance Bureau and 
U. S. Public Health Service relative to the mentally disabled, ex- 
military men. Amer. Jour. Insan., 1920, v. 76, pp. 349-506. 

Trentzsch, P. J. Postwar observations of neuropsychiatric cases. Med. 
Rec., 1922, v. 101, pp. 369-71. 

Tullidge, E. K. Shock neuroses and psychoses in the present war. Pa. Med. 
Jour., 1916, v. 19, pp. 778-82. 

Turck, F. B. Wound and shell shock and their cure. N. Y. Med. Jour., 
1918, v. 108, pp. 901-03. 

U. S. War Dept.—Surgeon General’s Office. War surgery of the nervous 
system; a digest of the important medical journals and books published 
during the European War. Wash., Govt. Print. Off., 1917, 360 p. 

Viets, Henry. London war hospitals. Bost. Med. Surg. Jour., 1917, v. 176, 
Ppp. 222-23. 

Viets, Henry. Shell shock; a digest of the English literature. Jour. Amer. 
Med. Assoc., 1917, v. 69, pp. 1779-86. 

Viteles, M. S. Case of loss of psycho-motor control, suspected of malinger- 
ing. Psycholog. Clinic, 1920, v. 13, pp. 222-24. 

Walsh, J. J. Psychoneuroses and the war. Internat. Clinics, 1919, v. 20, 
series 2, pp. 148-63. 

Weisenburg, T. H. Military history of American neurological association. 
Arch. Neurol. Psychiat., 1919, v. I, pp. I-13. 

Weisenburg, T. H. Traumatic neuroses in war and in peace. Jour. Amer. 
Med. Assoc., 1919, v. 73, Pp. 596-99. 

Welch, W. H. Medical problems of the war. Johns Hopkins Hosp. Bull., 
1917, n. S., v. 28, pp. 154-58. 

White, W. A. The state hospital and the war. Mental Hyg., 1917, v. 1, 
PP. 377-82. 

Williams, F. E. Anxiety and fear. Mental Hyg., 1920, v. 4, pp. 73-81. 

Williams, F. E. Treatment of mental patients in the general hospitals of 
the U. S. Army. Amer. Med. Psycholog. Assoc., Trans., 1919, v. 26, 
pp. 271-86. 

Williams, F. E. War neuroses. Jour. Nerv. Mental Dis., 1919, v. 49, 
PP. 35-42 


1927 | NORMAN FENTON AND DOROTHY E. MORRISON 517 


Williams, F. E., and M. W. Brown. Neuropsychiatry and the war; bibli- 
ography with abstracts. N. Y. Natl. Comm. Mental Hyg., 1918, 292 p. 

Williams, F. E., and M. W. Brown, Neuropsychiatry and the war; Supple- 
ment 1., Oct. 1918. N. Y. Natl. Comm. Mental Hyg., 1918, 117 p. 

Williams, T. A. Diagnosis of the lesions of the nervous system produced 
by violent explosions in close proximity without external lesions. Bost. 
Med. Surg. Jour., 1919, v. 182, pp. 27-34. 

Williams, T. A. Emotions and their mechanism in warfare. Jour. Abnorm. 
Psychology., 1919, v. 14, pp. 15-206. 

Williams, T. A. Management of hysteria in war. Mil. Surg., 1919, v. 45, 
PP. 549-59. 

Williams, T. A. So called shell shock in the great war. Mod. Med., 1920, 
Vv. 2, pp. 121-23. 

Williams, T A. Tremor following explosions. Jour. Abnorm. Psychol., 
1920, Vv. 14, Pp. 393-405. 

Wolfe, Samuel. Mental instability in ex-service men; how acquired; how 
remedied. Mil. Surg., 1922, v. 51, pp. 44-46. 

Wolfe, Samuel. Military neuroses, general and fundamental etiology. Mil. 
Surg., 1921, v. 49, pp. 272-76. 

Wolfsohn, J. M. The predisposing factors of war psychoneuroses. Lancet 
(London), 1918, pp. 177-80. Also in Jour. Amer. Med. Assoc., 1918, 
v. 70, pp. 303-08. 

Worch, Margaret. Psychiatric social work in a Red Cross Chapter. Mental 
Hyg., 1922, v. 6, pp. 312-31. 

Wright, H. W. Postbellum neuroses; a clinical review and discussion of 
their mechanisms. Arch. Neurol. Psychiat., 1920, v. 3, pp. 420-34. 

Ziegler, L. H. Group of psychoneurotic ex-service men. Mental Hygiene, 
Jan. 1925, v. 9, pp. 128-56. 


f 
, 


IMPRESSIONS OF THE PATHOLOGY OF EPILEPSY 
FROM OPERATIONS.* 


By WALTER E. DANDY, M. D., BAttrmore, Mp. 


I realize that in discussing epilepsy very different languages are 
spoken. It is, therefore, only fair that at the outset my position 
be known. I am very fully convinced that epilepsy is just as much 
a symptom of a purely organic disease of the central nervous sys- 
tems as a Babinski sign is indicative of an irritative lesion of the 
pyramidal tract. 

When considering with you the pathology of epilepsy I am 
fully aware that many of you have seen and examined at autopsy 
as many or more brains than I, and that from the necropsy ex- 
aminations which I have made there are no gross or microscopic 
changes which are not equally apparent to all. From this source 
therefore I have little to add at this particular time. But from 
a study of the living brain at operation I have had extensive 
opportunities to study a pathological picture which I believe to be 
highly significant in the interpretation of the causation of epilepsy. 

The reason for the absence of a striking pathological picture at 
necropsy is, I think, that the lesions of the brain which cause 
epilepsy have long since passed their acute stage; and in healing 
these lesions nature has healed so perfectly that very little remains 
to be seen either in the gross or miroscopic examination. This 
statement demands a little clarification. 

It is my feeling that there are two very distinct types of epilepsy. 
Fundamentally I believe all epilepsy is of the same origin, namely, 
an organic change or lesion of the brain, and that the various 
lesions can be divided into two types: a congenital type, and an 
acquired type, and our reason for so subdividing them is that we 
believe there is a striking difference in the pathology of these two 
types as seen at operation. 


* Read at the joint session of The American Psychiatric Association and 
the National Association for the Study of Epilepsy at the eighty-second 


annual meeting of The American Psychiatric Association, New York, 
June 8, 1926. 
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Of the acquired type there are two different groups, those which 
show lesions which are space-occupying, such as tumors and 
abscesses, and, secondly, those which are the result of atrophy of 
the brain. Of these latter lesions we include defects of the brain 
following emboli, thrombi and traumatic destructions of the brain. 

Now, my point in this subdivision is this: at operation and often 
by means of ventriculography, we are able to demonstrate in the 
acquired cases, a very striking gross pathology—a pathology which 
is evident to bystanders and which is no equivocal lesion which 
is dependent upon the personal equation of the operator for its 
interpretation. 

These changes are but the reflection of nature’s method of heal- 
ing wounds. If we realize that one of the chief functions, if not 
the chief function, of the cerebro-spinal fluid is to equalize the 
volume within the cranial chamber after the various alterations 
which pathological conditions produce, we will then understand 
the mechanism of the pathology which I wish to emphasize. 

We all realize, of course, that the brain can harbor great tumors 
or abscesses as large as one’s fist, only because of the presence of 
the cerebro-spinal fluid and because of its remarkable adaptability 
to increases of volume within the chamber. Large tumors or 
abscesses obtain room by squeezing out the cerebro-spinal fluid 
from the subarachnoid space over the hemispheres and by the 
reduction in size of or even closure of the cerebral ventricles. 
On the other hand, the cerebro-spinal fluid performs a function 
quite similar in destructive or atrophic lesions of the brain. For 
example, were it not for the cerebro-spinal fluid circulation, the 
brain could not adapt itself to the closure of a large cerebral artery. 
After occlusion of a middle cerebral or other artery there must 
be a destruction of the cerebral tissue for a collateral circulation 
cannot develop to preserve that part of the brain which is sup- 
plied by the artery (the arteries of the brain being end arteries). 

In healing the destroyed brain, the end product results in very 
much this manner: the part of the brain which has lost its circu- 
lation gradually absorbs and coincidentally the cerebro-spinal fluid 
necessarily takes its place. The end result of this change is that 
the subarachnoid spaces, which are contiguous to the affected area, 
dilate and become pools of fluid. And at the same time that part 
of the ventricle which underlies the lesion enlarges to form either 
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an isolated dilatation of the ventricle or an enlargement of the 
entire ventricle depending on the amount of cerebral tissue which 
is lost. If the lesion is very large almost the whole ventricular 
system may be altered in compensation. 

At operation these changes in the subarachnoid space are strik- 
ingly evident to the naked eye. At autopsy they are very poorly or 
not at all evident. The reason is that when the fluid is lost, as at 
autopsy, the arachnoid membrane collapses on the brain and very 
little is to be seen. 

By another procedure—ventriculography—one can frequently 
demonstrate these changes in the cerebral volume, more however 
the changes in the ventricles than in the subarachnoid space. One 
sees these alterations in the ventricle just as accurately as they can 
see them at autopsy, but in a much better way. One can then see 
a model of the entire ventricular system in three dimensions, 
whereas at autopsy one has merely sections of the brain, unless 
a mold or cast of the ventricular system is made. 

These subarachnoid pools of fluid are not new. They have been 
shown by Alexander of England years ago and doubtless by many 
others before him. The alterations in the brain of acquired epilepsy 
is, however, not limited to the pools of fluid; that is merely one 
manifestation. If one looks at the cortex, one sees then a reduction 
in the size of the convolutions ; and often more impressive still, one 
feels with the finger or spatula a softening of the brain beneath 
these more or less localized areas. Doubtless the feeling of les- 
sened resistance of the brain is due to the difference in volume of 
cerebral tissue beneath. If one places the finger on a softened 
area—an atrophic lesion of the epileptic brain—the bystander can 
see that the finger dips much farther beneath the surface than 
when similar pressure is used over a normal area of the brain. 

This pathological picture is present only in the acquired types 
of epilepsy, for the reasons I have shown. In the great percentage 
of epilepsy due to congenital malformations and malconstructions 
of the brain, these changes are not present because there has been 
no destruction of the brain and, therefore, no reason for nature 
to make any compensations of the volume with the cerebro-spinal 
fluid. Alexander tried to cure epilepsy by removing these accumu- 
lations of fluid, but they were there because it was nature’s only 
method of compensating for an area of atrophy in the brain. 
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I believe that in all cases of acquired epilepsy which result from 
trauma, such as birth hemorrhages and subsequent injuries of 
the brain, embolic, thrombotic and inflammatory lesions, one must 
find these changes as a tell-tale story of the destruction which has 
occurred within the interior of the brain. This loss of brain tissue 
is not confined to the cortex. Doubtless most of it is in the white 
matter of the brain which is much softer, much less resistant to 
trauma, and much easier of absorption than is the gray matter. 

We have followed these changes through a great many years 
and at a time several years ago also felt that probably they were 
a causative factor in epilepsy, but it was only when we came to a 
realization of the important function of cerebro-spinal fluid, ¢. e., 
space compensation, that we realized that these changes in the 
subarachnoid space were an effect and not a cause. The cause of 
this type of epilepsy is the primary cerebral lesion. 


HYSTERIA. 


Wit SPECIAL REFERENCE TO THE H-R SyNDROME OF 
KRETSCH MER.* 
By EDWARD E. MAYER, M. D., Pittssurcn, Pa. 


INTRODUCTION. 


The incubus of being compelled to attempt a differentiation of 
functional from organic disease is happily removed from any 
present-day interpretation of mental and nervous disorders. We 
are committed to a more logical outlook upon manifestations that 
are called functional, seeing in them reactions which represent a 
purposive function of the mind as a psychic organization as well 
as function regulated by brain structure. When Adolf Meyer 
stressed in this country the conception of reaction types in psy- 
chiatry and the need for developing a psychobiological viewpoint, 
it was a much-needed progressive step in counteracting the preva- 
lent opinion that only molecular or structural alterations brought 
on changes of function. His insight into the psychobiological 
relations of behavior patterns is especially noteworthy when we 
consider the prevailing teaching of the last century. Psychogenesis, 
just as does physiogenesis, still represents, however, a field of 
interpretative research despite the advances made in understanding 
mental life. The two avenues of approach are parallel roads to the 
same destination. Hysteria, if and when used, is merely a con- 
venient designation for various reactions of the psyche in its inner 
conflicts between biological tendencies and self-determined striv- 
ings. It is in this sense used throughout this paper. 

Different schools of thought are still struggling with attempts 
to understand psychogenetic reactions. A statement of some of 
their problems will indicate how intricate they are. Can we cor- 
relate any given behavior pattern with its structural origins? 
Through what mechanisms do archaic neural circuits function 


* Read at the Eighty-Second Annual Meeting of The American Psychiatric 


Association, New York, June 8, 9, 10, I1, 1926, at a joint session with the 
American Psychopathological Association. 
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overtly in human beings? Are the behavior patterns of the neu- 
roses conditioned by endocrine anomalies? Particularly in respect, 
to infantile regressions? Are inherited sex or libidinal drives of 
more importance in the neurotic conflict than are responses to 
experiences? How much of our personality is basic and due to 
constitution? What are the physiological processes through which 
situational experiences alter character? When the process is super- 
ficially one of unadjusted affective conditioned responses, can we 
trace such responses to unsatisfied and repressed cravings or wish- 
fulfillment drives? Or are emotional situational experiences in 
themselves sufficient to produce a neurosis? How can we explain 
the narcissistic fixations? What are ego-ideals? Are there pre- 
genital stages of sex evolution? Many more problems of this kind 
in reference to psycho-genetic reactions could be offered. A 
master-mind is still needed who can link together with some sort 
of reasonable accuracy the interplay of ancestral survivals, reveal- 
ing themselves at different physiological levels of behavior and 
the various experiences of the ego which influence emotional drives. 
This is needed in order to evaluate personality correctly. Descrip- 
tive tabulations of responses or of traits without basic interpreta- 
tions of their origins are of little value. But we have not even 
reached the level of accurate tabulations. All of our opinions ought 
to be offered, therefore, with a proper sense of humility. 


THE NATURE OF PSYCHOGENETIC REACTIONS. 


All psychogenetic reactions, we believe, have certain things in 
common. They express an unresolved inner conflict and give 
evidence of psychic impulses which can roughly be stated to repre- 
sent either a turning away from reality or an effort to alter environ- 
ment so that it conforms to the inwardly felt needs and strivings 
of the individual. In a neurosis, an attempt to influence the 
situation—an emotional one, as a rule—is made psychically. It 
constitutes a retreat or a flank movement but never a frontal 
attack. The integrated mind may shift its burden to lower neural 
levels. This occurs suddenly in panic. As a rule, however, it is a 
gradual process, the mind adjusting itself partially to its unresolved 
conflicts. Whenever the motivating mind “chokes” and cannot 
check or control the repressed affective situation, a dissociation 
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results. This seems to explain the reactions of puerility and of 
amnesia. Or the ego may achieve its purpose through the setting-up 
of artificial associative circuits, circumventing reality in this way. 
The libido, the Freudian tells us, fluctuates between the object-ego 
and the autoerotic impulse. The circumvention is effected through 
narcissistic processes. Zonal eroticism or segmental craving doubt- 
less is at times an intermediary factor. Pseudo-dementia, twilight 
states, and on a lower level of behavior, waxy flexibility and auto- 
matic movements are types of narcissistic reactions. Suggestion 
uncovers the hypnoid level of these reactions, is Kretschmer’s ex- 
planation of these reactions. But no understanding can ignore 
organic factors. For instance, the release of archaic processes 
in encephalitis and their similarity to the mechanisms of hysteria 
and of catatonia prevents any interpretation of emotional fixations 
as adequate that does not, consider strio-pallidal functioning. 

A psychogenetic reaction of an hysterical type represents, psy- 
chologically, an attempt to attain to some sort of goal in life that 
does not entirely ignore the object libido. An hysteric attempts 
to abreact from the fixation that is called introversion. A schizo- 
phrenic reaction is a biological regressive mechanism in which 
psychic activity is reduced to a more primitive way of reaction with 
the disintegration of normal ego-attachments and the development 
of a dominant ego-ideal. The infantile fixations and the regressions 
of hysteria’ are temporary measures utilized by the psyche to 
circumvent intolerable actualities in order to achieve some sort 
of a hedonic state. They are to a much less degree determined by 
biological faults. The libido is in flux and not static. The reac- 
tions are both purposive and purposeful. To this end, the psyche 
disguises and covers up the repressed situations which represent 
the source of the conflict. This process, unlike that of schizo- 
phrenia, although it is bound up with instinctive reflex re- 
sponses, and specifically with responses on the autonomic level, is 
largely determined on its energic side by the mass of individual 
experiences. 

Neurosis, which is a convenient term for the reactions of 
hysteria, serves a useful purpose, therefore, until the psyche can 


* The literature upon this aspect of hysteria is too voluminous to quote. 
In general, my interpretation is that of Freud. 
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be satisfied in a better way. The accumulative experience of many 
psychopathologists is that neurosis is largely a process of repres- 
sion of that part of the ego which is dominated by sex impulses. 
I agree with those who find the CEdipus complex looming up so 
frequently in the life-history of hysterics that it can hardly be 
considered to be a chance association. Likewise, castration symbols, 
such as impotency in males and vaginal anesthesia in females, are 
too frequently present in hysteria to be entirely ignored as evidence 
of infantile psychic fixations. We do not believe these symptoms 
to be evidences of endocrine imbalances because of the absence of 
other endocrine changes and the presence of psychic hysteric re- 
actions that are plainiy psychologic in origin and also their removal 
by psychoanalysis and psychotherapy. But even if recognized as 
occurring can they arbitrarily be regarded as final causes of neurosis 
as psychoanalysts have? The conversions and substitutions, the 
transformations and transferences of hysteria—all energy-displace- 
ments—should be regarded, we believe, as subterfuges of the 
psyche. This is a minor phase of narcissism using the psycho- 
analytic language. The symptoms are symbolic representations 
covering the distressing ideas and their resulting emotions work- 
ing on a lower level. The precipitant may be some trauma or 
a chemical agent whose effect is utilized by the psyche as an excuse 
upon which to fasten a neurosis, transferring to the open its 
repressed conflict. The ego-instinct, we believe with Starcke, raises 
the threshold of discharge. It is completely submerged through 
secondary narcissism in schizophrenia. This is a cardinal differ- 
ence between the conflicts of a neurosis and a psychosis. 


Tue or Hysteria. 


Superficially, one can easily recognize in an hysteric patient a 
wish-to-become-ill or a wish-to-remain-ill. To these there is often 
linked an anxiety about sickness, especially an anticipatory fear of 
a graver illness than actually exists.” Recognition of these attitudes 


*? Some psychopathologists claim that fear is not part of an hysteric 
picture. It may not be an overt symptom but we believe that it is always 
present, and can be found if we uncover the disguised representations of it. 
Whether it is secondary to repressed and split-off autoerotic libido is 
another problem and one that is still controversial. 
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is, however, no complete explanation of the source of the hysteria. 
We have no clue thereby to a solution of the conflicts between 
ego-ideals and sex-instincts, always present in some shape or form 
in neurosis.” 

It is conceded that the psychogenetic reactions need to be 
studied more fundamentally and especially from a genetic point 
of view. There are psychiatrists who still believe that an under- 
standing is secured through presupposing a specific hysterical 
character of an hysterical constitutional type that predisposes 
certain individuals to hysteria. It is the conception of a congenital 
psychopathy as laid down by older authorities. 

Bumke,* for instance, in his recent textbook devotes an entire 
chapter to the hysterical character. He commences with Jasper’s 
definition: “A hysterical personality instead of accommodating 
itself to given situations and possibilities of life, is under the 
necessity for himself and others to appear more than he is and to 
live more than he is able.” Bumke, because of the deficiencies of 
this definition, adds to it the following symptoms of hysteria: 
“increased suggestibility, lability and inequality of the emotions, 
over-development of phantasy, untruthfulness, selfishness and 
egoism.”” “ Hysterical individuals,’ Bumke says, “have a basic 
deficiency, no matter what is the course or the type. This deficiency 
consists in an insufficiency to the demands of life, in an inability 
to grasp its details. There is an inability to adjust oneself to life 
and to carry on its duties. Hysterics do not believe in themselves 
or their capacities but they are not satisfied to occupy themselves 
with fear-states, as do so many other neurotics, but seek to com- 
pensate for their weakness by peculiar, specific hysteric means. 


* McDougall, Wm.: Outline of Abnormal Psychology, Macmillan, 1926. 
p. 3. This author says “that the hysteric type is characterized by symptoms 
of dissociation; the neurasthenic (with which I include the psychasthenic) 
by symptoms of continued repression and conflict.” Hysteria is more than 
dissociation, however. The ego-projections and identifications of the 
psyche in it are often not dissociated but are shifted out-of-awareness and 
their affect energizes reflex processes without any dissociation. Many speak 
of this energy shifting as a dissociation in itself, however. To some, the 
flow of libido between the ego and the sex-instincts is split-off in respect to 
its usual channels in the neuroses. 

*Bumke: Lehrbuch der Geisteskrankheiten. Bergmann Press. Munich, 
1924. Page 439. 
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Their aims in life are the common ones of humanity: self-respect, 
fame, love, sympathy, reputation—these are the external aims of 
life. Internally, however, they seek to bury and conceal from even 
themselves their impotency.” 

The over-emphasis upon observed phenomena (believing that 
they offer a conclusion) as illustrated in this quotation, is a ten- 
dency of the structural school of psychopathology. For instance, 
the laughing eye, satisfied smile and vivacious conversation of a 
hysteric cannot be looked upon as being evidences of native char- 
acter anomalies any more than we can accept them as signs of 
repressed eroticism. External expressions are not evidence of 
internal impressions. Symptoms do not prove an original hys- 
terical character. Nor can they be considered to be acquired char- 
acteristics, unless we are able to show why and how they are 
acquired. 

How can they be acquired? Here many turn to biology and 
follow the Kraepelinian conception which conceives all psycho- 
genetic reactions to be the results of protective primitive mechan- 
isms which come into play whenever certain pathologic factors 
occur to uncover and bring them out. The inborn determinants 
of the hysterical reactions are not, however, as yet formulated 
and a generalized biological statement, like the above, does not 
satisfy a searching after the whole truth. The introduction of 
pathologic factors in the definition defeats the purpose of it. It 
fails to recognize the energic, conative, purposive side of mental 
life as an end to itself. It fails to penetrate into the processes 
taking place within the organism.’ 


REFLEXES AND NEUROSES. 


Prof. Child * speaks of the physiological gradients as a factor in 
behavior origins, emphasizing : 


*In this connection, the problem of separating psychic survivals in 
memory from engrams or neurograms resulting from experience is being 
attempted by some. This problem is pertinent in connection with hysterical 
origins. See Bleuler: Die Psychoide. J. Springer, 1925. Also H. Driesch: 
Leib. u. Seele, Leipzig, E. Reinicke, 1920. It is, however, merely a restate- 
ment of the old psychological idea of traces or dispositions resident in the 
mind. 

*Child: Archives of Neur. & Psych. Chicago, Vol. 15, No. 2, p. 172, 
Feb., 1926. 
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A. Reflexes as ontogenetic embryological responses ; 
B. Unconditioned stimuli; and 
C. Conditioned reflex mechanisms. 


Under the latter are included by him the complex. We will come 
back to that later, noting here merely that an action—pattern 
concept—does not express our idea of a complex. The gradient 
idea was brilliantly described by Hughlings Jackson‘ and has been 
well utilized in neurology by Sherrington * and others. 

I need hardly speak of the conditioned reflex principle in neuro- 
pathology, so firmly has it become established. The idea, for 
instance, that “all complex behavior is a growth or development 
out of simple responses,” * meets with general acceptance. Why, 
however, do humans vary so greatly in respect to conditioned reflex 
responses? What is the significance of the accessory, slowed, 
negative, unsocial, substitute reactions which Watson mentions? 
Why do we alternate different kinds of responses to the same 
given situation? Our activity in our environment is a personal 
one and its trend is dependent upon apparently trivial events. 
Why is this so? The behaviorist is here silent and his physiological 
psychology will never be able to answer. E. Bleuler™ has con- 
siderably advanced our conceptions in his discussion of association 
reflexes, especially in respect to the chance associations which are 
prone to originate in childhood. But even his cogent presentation 
is too static to answer the dynamic problems. Coming now to 
hysteria, we find that Kretschmer offers a gesture of conciliation 
upon the psychobiological side between the opposing camps of 
to-day. The psychopathology of hysteria, viewed through Kretsch- 
mer’s eyes, was thought worthy, therefore, of being discussed, 
especially as his ideas are original and stimulating. 


* Jackson, Hughlings: Brain, XX, 11, p. 621. 

* Sherrington: The Integrative Action of the Nervous System. Page 314. 
Scribner, 1906. 

* Watson, J. B.: Behaviorism. The Peoples Institute Publishing Co., 
Inc., 1924. 

* Bleuler, E.: Textbook of Psychiatry. Tr. by Brill. Macmillan Co., 
1924. Page 494. 
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THE PRIMITIVE REACTIONS. 


Kretschmer™ described some years ago a group of responses 
or reactions to external stimuli—nostalgia, the excitement of 
baffled desires, the stupor of intense grief, the chattering and 
screaming of fright, etc—and grouped them under the name of 
primitive reactions. Such reactions, he tells us, possess the char- 
acteristic of not involving the entire personality, are explosively 
impulsive, and if they persist, are accompanied by deeper psychic 
processes, the greater number of which he grouped under the 
hypobulic and hypnoid reactions. Comprising a large part of the 
psychological background of hysteria, they are not peculiar, how- 
ever, to that syndrome. They are also the basis, Kretschmer states, 
of catatonic symptoms and of ecstasy syndromes. “ They are 
archaic remnants, functioning apart from the personality or ego 
whenever they are given the opportunity. Hysterical paroxysms are 
atavistic motor discharges of energy accompanied by a display of 
protective and repulsion mechanisms similar to the instinctive 
impulses resorted to in the entire animal world.” MKretschmer 
ignores the segmental craving from pregenital sources in his con- 
ception of the primitive. 

He believes that hysteric reactions occur largely in immaturely 
developed persons or without the full concurrence of the entire 
personality. “ Personality reactions require a decision and some 
attempt at a reasoned inquiry into the dilemma. Character and 
key-experiences (as Kretschmer calls them) go together. If 
hysteria follows, it is because reason has no solution, and archaic 
impulses are then released.” ” The regressions of amnesia are 
a good example of this type of reaction, the key-experience being 
an intense one which affects the self-regarding instinct to such 
a degree that personality becomes dissociated. 

In 1918, Kretschmer ” published a book attempting to show 
that the root of a paranoid personality lies in inadequate responses 


* Kretschmer, E.: Medizinschie Psychologie, G. Thieme. Leipzig, 1922. 
Page 196. 

* Kretschmer is speaking of the ego-ideal and its narcissistic trend becom- 
ing involved in a splitting of affect, although he does not use the psycho- 
analytic terminology. Kretschmer, E.: Med. Psychologie. Leipzig. Thieme 
& Co. 


* Kretschmer, E.: Der Sensitive Beziehungswahn. J. Springer, 1918. 
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that are the results of shame and similar sentiments which produce 
a blocking or damming-up of affect. The ego attempts to repress 
it. Not succeeding and causing considerable distress, it is com- 
pensated for by an affect-projection which in its medical picture is 
revealed by a paranoid reaction, or is substituted for by a com- 
pulsion neurosis.“ Sexual complexes are commonly the key- 
experiences which by bringing on a “ shame-insufficiency ” ten- 
dency result in what he calls the “ Sensitive Beziehungswahn.” 
(Delusion of reference is not exactly the same.) It occurs in those 
who have a zycloid temperament. Not all zycloids, of course, 
develop such a reaction; most zycloids easily work off the affect 
of intolerable situations. This type of reaction according to 
Kretschmer, therefore, does not occur in hysteria because its affect 
is not repressed and displaced. 

In his monograph upon hysteria,” he takes up more fully his 
interpretation of this problem. He defines hysteria as “ vague, 
impulsive reaction types occurring commonly with simple, im- 
mature or primitive people and rarely with enigmatic intelligent 
persons possessing an intricate richness of personality.” He does 
not, however, ignore the fact that intense panic may reduce the 
behavior level and originate hysterical symptoms in highly differ- 
entiated individuals by establishing a lower threshold. Except 
through panic and war experiences, he does not, however, consider 
this to be common. 

Kretschmer is committed to an opinion in reference to the inborn 
qualities of hysterics, that needs further explanation. This he 
gives us in many of his writings. He believes that the consti- 
tutional characteristics of those who become hysterical are closely 
allied with those that he has described as schizoid.” The character 
anomalies described above by Bumke as hysterical are considered 
by Kretschmer under the designation of parasitic natures and are 
excluded from his medical picture of hysteria. To bring to the 


“He agrees with the Freudian psychology although he does not go into 
their detailed exposition of displacement with its sex and ego libidinal 
trends. 

* Kretschmer, E.: Uber Hysterie, J. Springer, 1923. English trans. by 
Boltz. N. & M. Monographs No. 44, 1926. 


* Kretschmer, E.: Physique and Character. Eng. trans. Harcourt, 
Brace & Co., 1925. 
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surface the mild schizoid reactions of hysteria, a repression through 
a katathymic process (emotional unrationalized reactions) must 
have occurred. He distinguishes these processes, therefore, from 
those which remain in conscious focus in the various compulsion 
neuroses and in the paranoid reactions and in which the emotional 
element is partially compensated by rationalized situational com- 
plexes (Verhaltungs-complexe). This is a rather important dis- 
tinction, concerning which Kretschmer does not go into detail. It 
strikes at the very heart of his deviation from psychoanalysis. 
He does not recognize the tripartite division of the ego into a 
libidinal, an exteriorizing and an ideal or super ego that is found 
in Freud’s writings and which represents the basis of the latter’s 
distinction between a compulsion neurosis and a transference 
neurosis like hysteria. The energy bound up in repressed desires 
or deflected into antagonistic cravings, either or both of which are 
processes in hysteria, it seems to me may occur in a zycloid as 
well as in a schizoid personality. For I believe, using Freudian 
terminology, that hysteric persons are object-libidinal as well 
as narcissistic. If, for example, a hysterical paroxysm is regarded 
as a substitute for coitus cravings as psychoanalysts do, it could 
hardly be admissible to fix its trend in one type to the exclusion 
of the other. Their active psychic constellations may be dominated 
by the external situation and its affect, though generally they are 
determined by inwardly expressed attachments to an ego-ideal. 
It is this very ambivalency, the emotionally activated impulse being 
occasionally inwardly fixated, sometimes externally conditioned, 
but generally motivated by both types of driving forces, that 
expresses the very essence of hysteria. The descriptions of the 
suggestibility, impressionability, and lability of the hysteric imply 
a fluidity of affect, an ambivalent polarity. For example, the wish- 
fulfillment delirium of a hysterical girl disappointed in love and 
thereby frustrated in life’s purpose, can occur in a zycloid as well as 
in a schizoid type. The conflict level is all-important and is not 
dependent upon temperament. Kretschmer seems to interpret the 
hysteric personality, although he does not mention Jung’s types, 
in favor of Jung’s sensitive introvert type. William McDougall, 
considers the hysteric to be a static extrovert. But the hysteric 
cannot be fixed in one corner of the temperamental swings of 
personality. For an hysterical person is not a stabile personality 
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and his temperamental swings reveal introvert as well as extrovert 
characteristics. Jung never intended his types to be rigidly ex- 
clusive. 

It would seem that Kretschmer in his attempt to discover bio- 
types is not entirely in sympathy with types created without physi- 
ological correlations. With these he correlates, however, empiric 
generalizations. For instance, he believes that a person who can 
reason in causal chains, who tries to read ahead in the book of life, 
is not the usual hysteric type. He believes that hysteric persons 
are generally of a primitive type of mind. A hysterical habit does 
not, as a rule, occur in reasoning, worldly inclined, ambitious 
persons. But when it does, from any sort of emotional cause, an 
extrovert may become transformed into an introvert. 

The development of psychology has ignored an earlier attitude 
on hysteria which laid greater stress upon the conative side, es- 
pecially in connection with aboulia and with hypnoid states. 
Kretschmer brings these again into prominence connecting them 


with the unreasoning affective impulses that in hysteria are moti- 
vated into action. 


Tue H-R SynprRomMe. 

He has introduced on this basis a new syndrome which he calls 
the H-R Syndrome in an attempt to solve the neurophysiology of 
hysteria. This problem, Kretschmer believes, is not to be solved 
by the psychopathology of to-day with its ideas of instinctive, sub- 
conscious and unconscious reactions, any more than it is by the 
materialist who looks upon all such reactions as intentional and, 
therefore, intelligently planned and ordered. 

Hysteria is largely, Kretschmer observes,” a matter of habit- 
formation and of the application of certain conditioned reflex 
activities. He quotes Bleuler’s description of “chance associa- 
tions” in connection with our psychic experiences in corrob- 
oration of his view-point. Following Bleuler, Kretschmer formu- 
lates the following principles: 

1. If the mind has a rationalized purpose in view, it links up a 
chance-apparatus (association-circuit) to carry it out. A certain 
independence from the will is achieved from the beginning. 


*T believe Kretschmer is too dogmatic and does not do himself justice in 
this part of his writings. He himself in the last chapter of his monograph 


reveals a different attitude on his part. He is not as mechanistic as this 
paragraph would seem to imply. 
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2. If this circuit persists to function, it impresses itself upon 
(fuses itself with) a normal function to such a degree that it tends 
to easier, simpler, smoother and more automatic functioning. 
(Einschleifung.) 

3. Through repetition from a progressively increasing im- 
pression upon the mind, it acquires an independent existence, para- 
llel to and even in opposition to the will. 

Such is the hysterical habit-formation. A voluntary function 
has been metamorphosed into a reflex function. When it becomes 
a reflex function, its expression and continuance does not lie in 
the realm of free will (volitional impulse). 

It is this reflex process, says Kretschmer, which, when it arises 
after a disturbance which has had a purposive source, has puzzled 
physicians, and induced them to interpose a mysterious X between 
the original volitional trend (Wéillensrichtung) and its final reflex 
resultant. This connecting link is the unconscious to some (Freud) 
and to others displacements and short-circuits in the central 
nervous system (Oppenheim). Kretschmer concludes that this 
intermediate X is not needed in any explanation of a hysteric 
system or symptom or reaction. His study leads him to infer that 
there are three phases in the process: 

1. An acute reflex activity due to affect. 

2. A phase of voluntary re-inforcement (the connecting link, 
physically). 

3. A phase of chronicity governed by the law of mental impres- 
sion (Einschleifung) which is independent of volitional activity. 

His study of tremors reveals in confirmation of his standpoint, 
he tells us, an initial high threshold, sinking into a remission 
wherein it is easily accessible to the will, and then progressively 
rising to a phase of reflex stability. 

There occurs at the same time a psychic transition, continues 
Kretschmer, from a subjective collaboration in the second phase 
to an objective disinterestedness extending to an absolute efface- 
ment of self in the process. (The writer would call attention to the 
failure of Kretschmer to distinguish between the biological self or 
instinctive ego and the rationalized self with its ego-ideals. Which 
is effaced? Or are both? And do we have a depersonalized self in 
hysteria?) This is testified to by the different reactions of hys- 
terical patients to psychotherapy. Some sort of reproof and uncon- 
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ditioning of a bad habit are the means employed in the second 
phase. Some process of suggestion and efforts to relieve the ten- 
sion (psychic and motor) which amounts to an illness is necessary 
in the third phase. A tremor represents, therefore, in its varying 
progressive phases: First, a reflex ; second, an exacerbation ; third, 
a sort of actual illness. This third stage on the motor side comprises 
primarily a triad of symptoms: 
1. The shaking tremor. 


2. A pseudo-spasm (remnant or descendant of the voluntary 
hypertonization of the reflex arc, occurring in the second phase). 

3. A definite form of psychic over-excitation which represents 
a substitute for the original shock-effects which originated the 
hysteria. 

“ This psychic over-excitation, which may be called the affect of 
the hysteric, is actually his will and represents a striving, resis- 
tance, defense, purpose. IN PRIMITIVE MENTAL LIFE, WILL AND 
AFFECT ARE IDENTICAL. EVERY AFFECT IS, AT THE SAME TIME, 
PURPOSIVE. EVERY PURPOSE ASSUMES AN AFFECTIVE FORM OF 
EXPRESSION.” 

In studying a patient, he continues, one notices upon the psychic 
side a reflex law which has three components : 

1. A short reflex thrust of affect. 

2. A voluntary reinforcement of the affect which stabilizes or 
holds in focus the natural remission of the reflex process. 

3. A semi-reflex persistent affect, resulting from mental im- 
pression (Etmschleifung) and objectivation. 

This third phase does not occur frequently. Generally it is 
found that the second stage directly leads over to a phase composed 
of the residuals of a hysterical habit-formation (fourth stage). 
In this stage of a tremor-neurosis is noticed a more or less ir- 
regular, inconstant chance-tremor. Furthermore, in constitutional 
neuropaths, the second stage of voluntary reinforcement is only 
indicated for the reason that the initial reflex process is pro- 
nounced and persistent and any self-perception of the volitional 
supplement is practically obliterated. Finally, the first stage of an 
acute reflex thrust of affect can entirely recede dependent upon 
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the degree of congenital “anlage.” ” The reflex threshold of the 
tremor reflex is in itself low, because only a sub-threshold reflex 
process is needed to initiate a tremor neurosis. And also, separate, 
irritably weak components of the nervous system can each have 
their own threshold of stimulation. (Exaggerated vascular stimu- 
lation with decreased tendon reflexes, pronounced tendency toward 
tremor with slight irritability of the skin, etc., are combinations of 
symptoms that illustrate this.) 

Another point to keep in mind is the normal biological unity of 
activity between muscular movement, sensation and the vasomotor 
system. A triad of symptoms, muscle hypotonus and flaccidity, 
anesthesia, and cyanosis, for instance, is a common hysterical syn- 
drome, and answers to the above three-phase law of reflex activity 
elaborated upon in connection with an hysterical tremor-spasm. 

Kretschmer’s observations upon a shaking-tremor (rhythmical 
atavistic hypobulic reaction, in his terminology) may be summa- 
rized about as follows: Two causal series emanate from the 
personality of the patient. One, holding to the affect which has 
been brought into play (technische A ffect-Gewinning), indirectly 
maintains the sub-threshold reflex type of tremor. The other, 
through the direct influence of voluntary muscle tone, contributes 
the motor-guiding force that brings the tremor reflex above the 
threshold stimulus. Later, katathymic * objectivation develops be- 
cause of a legitimate confusion resulting from the self-perception 
of this voluntary reinforcement part of a reflex. This psycho- 
logical process is accompanied by motor and affective impressions 
upon the mind, which recast and complicate the original psycho- 


* This word has no English equivalent. Ward (Psychological Principles, 
Pp. 428) defines it as “psychoplasm as modified by heredity. The indi- 
vidual’s method of reacting to experience.” Kretschmer’s use of the word 
is slightly different. It is a self-experienced disposition and not an indefinite 
Predisposition, according to him. 

* Katathymia is a word coined by H. W. Maier. It refers to “ psychic 
reactions which result from emotional causes and have emotional asso- 
Ciations as distinguished from causal, logical or rationalized reactions. The 
katathymic reactions are especially hyponoic, primitive reactions and are 
largely pictorial or symbolic rather than logically syntactic.” Kretschmer’s 
studies in respect to actual and symbolic condensations and katathymic 
agglutinations are in accord with the ideas of the psychoanalytic school. 
Bleuler also uses this word. He speaks of obsessions as katathymic ideas. 
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physical state. Amnesias, twilight states or automatisms may come 
on and can be analyzed in the same way. Congenital lability is a 
factor in determining an individual’s reaction to stimuli (especially 
affective) and determines to what extent volitional reinforcement 
lends a hand. 

In an examination of a hysteric patient, he continues, one is con- 
fronted by what at first seems a baffling situation. The patient. 
comes willingly. He wishes relief and betterment. “ At the first 
attempt at treatment (electrode) a startling change occurs. He 
assumes another personality. He pants, trembles, twitches, his 
teeth chatter, his limbs contort, perspiration rolls from him, he 
becomes pale, etc. A short sharp command, infliction of a pin or a 
firm grasp; and with a sudden jerk a second transformation occurs. 
All at once the will is placid and plastic, and the muscles quietly 
and willingly follow its impetus.” 

“The second volitional component we noted during the consul- 
tation is entirely different. The will brought out on the exam- 
ination table acts like a foreign body against the entire person- 
ality ; it is blind, without remembrance for its past; without an 
eye for its future. It is not prevailed upon by exercises; per- 
suasion, or sensible armaments, but it is influenced by a loud word 
of command or a sudden blow or a suddenly inflicted pain or a 
suddenly applied pressure.” (Griff.) It reacts to stimuli as contra- 
distinguished from the first will which arises from motives. It 
is antagonistic to the first will component, the antagonism showing 
itself through the release of impulses on a lower level or by the 
bringing out of impulsive motor resistance components. A sort of 
tetanized state is produced or it is observed reversed and we have 
states of hysterical automatic obedience. There is also a phase of 
collapse in which the hysterical person acts as if done for: is unable 
to move a muscle; forgets everything that was previously ac- 
complished ; has moments when neither command nor pain will any 
longer be effective. 

As soon as one arrives at the hysterical physical mechanism in 
a patient, the will of the patient snaps back into the hypobulic 
state. If, clinically, you work at the hypobulic spasm of the will, 
the entire reflex motor system springs into action. Whenever the 
hypobulic will has become dissociated from the purposive will and 
has spasmodically dove-tailed with an easily excitable reflex appa- 
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ratus, a hysterical syndrome arises. Whenever this false contact is 
loosened, the hypobulic will again unites with the purposive will 
function to form again a complete union. When a united will is 
again secured, hysteria is cured.” (One is tempted here to discuss 
the narcissism of the psychoanalytic school which Kretschmer does 
not mention, since primary narcissism and hypobulia seem identical 
to me.) 

The cardinal signs of the volitional type of will which Kretsch- 
mer observed in the hysteric patient that he uses for analysis are: 

1. A predominating impressionability. It is influenced and 
swayed by primitive psychic stimuli (pain, command). (All sorts 
of suggestive phenomenon are included. To Kretschmer, sug- 
gestion is always a stimulus reaction and is never motivated. ) 

2. The abrupt antagonism resistance noticed during the treat- 
ment (negativism, followed by automatic obedience). (Compare 
with the resistance concept of psychoanalysis. ) 

3. The disproportion or disagreement between the stimulus and 
the reaction—not only in a static dynamical but in a temporal 
dynamical sense as well (spasm, collapse). 

Kretschmer assumes, therefore, the presence of two wills in a 
person: “ Both lay claim to the right of command over the body. 
One is the native but weak will which corresponds to the real 
personality of the possessed individual and which asked the thera- 
peutist for help against the other will. The latter is the ‘ devil’ 
which, coming from the sub-soil of his soul, has power over his 
body.” This latter is the hypobulic will of Kretschmer. He infers 
for us an aboulia of the volitional will through a resurgence into 
dominancy of primitive autonomic circuits. 

This hypobulic type of will, he adds, is the ontogenetic and 
phylogenetic lower stage of the purposive will. Being a lower 
stage, he prefers therefore to call it “ hypobulic.” It does not only 
assert itself in hysteria reaction types. It is a factor also in the 
catatonic syndrome. Catatonia is, therefore, not a productively 
new creation of what is called schizophrenia, he continues. It 
is another phase of his primitive reaction type. 

“The hypobulic will is not a rudimentary or atavistic remnant. 
It exists with well persons as an essential and primary constituent 
of the will, linked with the purposive function to make a normal or 
completely integrated will. Normally it is not dissociated, not 
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analyzable in itself and is never found functioning independently.” 
In adults, the hypobulic will is a bound but independently dis- 
sociable constituent of an individual’s sphere of expression. It can 
be dissociated by endogenous processes as well as by intense shock.” 

“In modern language, the hypobulic will is the ‘ complex ’ which 
in the unconscious rules over the hysterical person, at least, nearly 
so. In so far as ‘the unconscious’ does not imply to us anything 
further than a nebulous Stygian field and ‘the complex’ nothing 
more than a personified little imp who makes mischief.” Kretsch- 
mer believes that in its use “we have not as yet fundamentally 
passed beyond the mythologic and devil-incarnated conceptions 
of the primitive mind. It is for this reason that the problem 
must be studied anew, Kretschmer avers, leaving both theology 
and Freud aside. It is not merely a matter of two different tenden- 
cies but also two different kinds of wills that confront us in 
hysteria.” We are not prepared, Kretschmer says in his “ Psy- 
chologie,” to differentiate the volitional from the emotional com- 
ponents of the hypobulic will. This is the crux of the situation, 
according to Kretschmer. 

This is, then, Kretschmer’s H-R Syndrome. It is an amalga- 
mation or fusing of hypobulic volitional manifestations with 
various reflex processes. Such syndromes may be only partially 
fixated. Oscillations between semi-reflex activities and rationalized 
expressions are common. The mixture of obstinacy, caprice and 
striving toward a goal, according to Kretschmer, is the extraordi- 
narily characteristic and well-known picture of hysterical con- 
ditions. Its source is an interference with spontaneous hypobulic 


movements by impulses arising from a semi-insufficient purposive 
apparatus.” 


* This conception is different from that of Janet who is followed by so 
many psychopathologists in their ideas of dissociation. He does not allow 
for a hypobulic will. The will with him is a unit; all changes are dis- 
integrations or dissociations. It seems to me that Kretschmer’s hypobulia 
is a narcissistic fixation of the libido revealing in itself as he himself 
indicates the “complex” activities which trend towards schizophrenia. 

*Its source is more readily seen in the striving of the libido to retain 
its ego-attachments and to prevent a complete narcissism developing with 
the establishment of an ego-ideal not utilizable by the organism for environ- 
mental purposes. 
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THe CoMPLEX. 


Let us now come back to the complex. It implies the formation 
of reservoirs of energy in the psyche that are isolated or split off 
from the general stream. This energy, according to Bleuler and 
Jung, is dissociated in order to be employed by the emotional ex- 
periences which the psyche is trying to repress because they are 
intolerably hurtful. Accessory centers of energy are formed in 
this way. The relationships or associations between complexes are 
naturally not well understood. “ The essence of repression that is 
not normal lies in an attempt to deceive oneself.” According to 
Kretschmer, this is evidenced throughout by hysteria. Mere mim- 
icry of actual disease may satisfy the ego. If necessary, however, 
it draws upon hypnoid and hypobulic resources to achieve its 
purpose. Volitional impulses fuse with reflex impulses in hysteria 
in the same way that motives of various kinds run together to 
activate our psychic life and influence behavior. He gives an in- 
terpretation of its effects in dynamic terms utilizing what is 
practically the Hughlings Jackson formulations of levels in the 
nervous system in this connection. In reference to those of the 
higher levels, he reminds us that :* 


I. Most psychic reactions originate not from one but from 
groups of motives. 

2. A group of motives shows a constant tendency so that: 

A. The ethically highest impulse is consciously dominant. 
B. The most elementary instinctual component is dynami- 
cally dominant. 

3. The impulse fusion is a spherical function. The farther from 
the center of consciousness it is, the more easy can heterogenous 
impulses unite. The situational reactions of the family group 
which Kretschmer only lightly touches upon come into his picture 
of motivating factors. 

It would seem to me that Kretschmer does not successfully evade 
the question of unconscious or out-of-awareness impulses. He 


puts in the place of the concept of the unconscious the concept of 
spheres formulated by Schilder. 


* Kretschmer, E.: Medizinische Psychologie, pp. 177-185. 
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The old fringe of consciousness concept of James is utilized by 
this author * in a new way, building upon it the idea of a core for 
every thought-process, influenced by associations encircling it, 
and lessening in activity, the farther that they are away from the 
core. It is an “ objectified abstraction” that permits Schilder a 
great deal of ingenious reasoning and it is a practical concept al- 
though it has no validity biologically or physiologically. “ No psy- 
chology of thought is possible,” says Schilder, “if we do not 
clearly perceive that thoughts are factual structures (Sachstruc- 
turen) ; that there is reality in what we grasp in thought. It 
depends upon our organization, how many of these structures are 
accessible to us. The instincts represent a still fluid part of our 
organization, just as, on the other hand, personality represents 
a structurally developed instinctual activity.”™ Schilder in his 
“Psychologie ” attempts a sort of parallelism of structure and 
instinctive response based on the idea that all psychic life is a 
causal result of an antecedent biological chain of events. In 
general, however, he merely interprets Freud. In all of his 
writings, in fact, he acknowledges his dependence upon Freud’s 
metapsychology. Yet, although he follows the psychoanalytical 
school, like Kretschmer he is not exactly in accord with Freud’s 
conception of the unconscious. We believe that Schilder is correct 
in not stressing experiences in themselves as survivals in memory, 
but rather the responses to them which persist and are active in 
our psyche even though consciousness retains no memory of their 
origins. This conception is the ideational building-stone used to 
create his spheres. It is an advance upon the static concept of 
P. Janet ™ in connection with the zones of consciousness. But, 
nevertheless, it seems an unnecessary introduction into our be- 
fogged horizon. 


*® Schilder, P.: Medizinische Psychologie. J. Springer, Berlin, 1924. 
Page 200. 

* To those who accept the complex, this is a logically derived conception. 
McDougall, Wm., also believes that the mind ought to be regarded as having 
a structure of its own, independently of the brain’s structure. His monad 
conception has certain similarities with the spheres of Schilder. 

* Janet, P.: L’Automatisme Psychologique. F. Alcan, Paris, 1903. Also 
his latest work, Principles of Psychotherapy, Macmillan, 1925. 
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Hypobulia, a normal component of the will, is then split-off to 
function by itself, according to Kretschmer, in naive persons of a 
schizoid personality, permitting the energy of elementary psychic 
forces to come to the surface and, acting through spherically 
functioning complexes, to produce the reflex responses of hysteria. 


CONCLUSION. 


Could not one infer from a study of Kretschmer’s hypobulic 
will that it may represent the dominant activator of impulse with- 
out dissociation or hysterical reflex symptoms necessarily follow- 
ing? Is it not in essence that part of ourselves which is libidinal 
according to the psychoanalysts and “‘ rides us” unless its energy 
is sublimated or utilized in some way? Could it not, therefore, 
function normally without dissociation or splitting? Mussolini 
for instance represents to me a normal hypobulic type. His is 
seemingly a blind unreasoning personality, motivated by a drive 
in which affect and purpose are one. 

It would almost seem to me, although Kretschmer makes no such 
comparison, that a contrasting type to his hypobulic will is the 
dereistic type of Bleuler. A dereist according to Bleuler™ uses 
mind for fancy’s sake. He does not objectify ideas and emotions 
like the hypobulic but subjectifies everything and is, therefore, 
poet and dreamer. “ Through the Looking Glass” of Carroll is, 
we believe, about the best example in literature. If D. H. Lawrence 
as a living personality could be, at will, like his characters, alter- 
nately masochistic and sadistic, sometimes dereistic and often hypo- 
bulic, both introvert and extrovert, he would represent a remark- 
able balance between all kinds of types. The type that is called 
syntonic by Bleuler and was described and added to in a paper two 
years ago by Brill, before this Association, is a type of person- 
ality that is not swayed by any definite trend. I am inclined to 
believe that attempts at delineation of character based upon so- 
called types are rather superficially impressionistic and are not 
realistic. Kretschmer falls into the error of an interpretation of 
personality by citing types of this kind. Yet Kretschmer tells us 
that the “same type of personality can react dimensionally dif- 
ferently toward various psychogenic agents—love, war, compen- 
sation, etc. The rationalized and the primitive mind react mutually 


* Bleuler, E.: Textbook of Psychiatry. Tr. by Brill, Macmillan, p. 45. 
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upon each other, utilizing hypobulic and katathymic processes as 
well as others in conditioning reactions.” In his phylogenetic basis 
for the hypobulic mind, as far as his hysteria is concerned, he 
ignores the conflicts of purposive strivings between the ego and 
the ego-ideal.” 

We are not in sympathy either with Kretschmer’s free use of a 
faculty term like will. It does not permit a distinction between 
act and wish, resolution and desire. It is a too inclusive term. It 
is not, we believe, possible to dogmatically use it, as does Kretsch- 
mer, in connection with hysteria. For instance in his interpretation 
of will as synonymous with affective strivings. But these are minor 
points in connection with his main thesis. His conception of hys- 
teria is one of repressed complexes whose ambivalent (katathymic ) 
components are transferred into spheric complexes, assimilating 
energy from hypobulic and hypnoid (archaic) residuals, and in 
this way having their objectives converted into hysterical syn- 
dromes. It is scholarly and has very practical applications. One 
may not agree entirely with Kretschmer but cannot fail to be 
stimulated by the logical presentation of his ideas. And his dis- 
cussion of the reflex responses to affect thrusts is the best that has 
as yet been given us. But Kretschmer fails in my belief mostly in 
that field wherein we would expect him to offer us most. His 
cross-section of temperamental types which was his noteworthy 
contribution under the names of schizoid and zycloid and their 
connection with body-build is used rather loosely by him. The 
evolution of character cannot be disposed of by a study of one 
period of a person’s life; the transitions and transformations in its 
growth or regression are such that zycloid may change to schizoid 
and schizoid may even, I believe, become zycloid. There are as 

“It is not that Kretschmer does not realize their existence, but as they 
are not katathymic and repressed, they are not in his picture of hysteria. 
Conflicts of an ethical nature are his Verhaltungs-Complexe, and as I noted 
above are spoken of also under Die Sensitive Beziehungswahn. (This is not 
exactly the delusion of reference of English authors.) He does not lay 
much stress upon the sentiments, only speaking of them by implication. 
The resentment complex which he applies in the litigation neuroses could 
be discussed in terms of the sentiments of Shand and McDougall. Paul 
Schilder, who reveals a deeply ethical trend, likewise does not speak of 
sentiments. With him it is simply a matter of different terminology, how- 
ever. For this author who discusses fully the ego-ideal and also the com- 
promises of the object-libido has, like many others, gone farther than a 
descriptive array of sentiments can lead us in understanding character. 
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many repressions as there are conflicts of the ego. All of them 
determine personality. It is never the same but continually alters 
itself. Yet the average person develops a dominant trend which is 
fairly stabile as are therefore his chemical and psychic reactions. 
Kretschmer, in his contrast of the rationalized complexes and the 
katathymic ones, is not in accord with his own attitude in respect 
to primitive reactions and their primal urge in forming personality. 
The splittings of the ego through segmental cravings through 
some sort of narcissism which is normal to all human beings is 
projected more one way or the other: if outwardly, zycloid trends ; 
if inwardly, schizoid trends, reveal themselves. But the flux of 
libido can easily shift this relationship, particularly when the inner 
ego-ideals are irreconcilable with an individual’s environmental 
object-ego adjustments. In this field of deeper psychology Kretsch- 
mer fails us. It is not because he fails to acknowledge the ex- 
istence of the Es, or unconscious of Freud. I would not agree to 
this as a good reason by itself because the psychoanalysists have 
not formulated a satisfactory conception of the Jd and the Es. 
Some of them seem to assume in that having formulated a 
dynamic conception of the ego-ideal that they have developed an 
independence for themselves which sets them apart and is only 
criticizable by themselves. If we can ignore our “ identifications 
and other inner defences ” we will find on the whole that Kretsch- 
mer in his hysteria discussions has given us something that deserves 
attention. 

The narcissistic cravings which determine ultimately the ego 
trends, as they are depicted in psychoanalysis, need a causal 
connection between their biological origins and the individual’s 
use of them. The imago theory is not sufficient. Kretschmer, 
for this reason more than for any other one, is estopped from 
accepting the unconscious of Freud, and substituted for it the 
spheres of Schilder. The resistance process is manifest. There 
are some Freudians who do not realize that the ego-conflict 
conception has remained static for years. Whether the Es concept 
of the unconscious, by predicating a continual flow of energy be- 
tween parts of the ego struggling for supremacy in the unconscious, 
in itself removes this criticism, time will reveal. Like Kretschmer, 
to me it is only descriptive. I cannot, however, as I would like, go 
into details upon this phase in a paper which has already become too 
lengthy and which I hope is not a vox et preterea nihil. 
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REPORT OF THE SPECIAL MEDICAL ADVISERS ON 
ST. ELIZABETHS HOSPITAL. 


Hon. Hubert Work, Secretary of the Interior, Washington, D. C. 


Sir: On September 1, 1926, you addressed to each of the undersigned 
the following letter : 


Tue SECRETARY OF THE INTERIOR, 
Washington, September 1, 1926. 


Dr. S. E. Smitu, Provost, Indiana University, Indianapolis, Ind. 

My Dear Doctor Smitu: The St. Elizabeths Hospital for the Insane, a government 
institution under the general supervision of the Secretary of the Interior, has indirectly 
been made the subject of congressional investigation during the past winter. 

Although the custodial care and medical treatment of patients has not been publicly 
criticized nor investigated by Congress, I wish to know, as the government’s repre- 
sentative— 

(a) Whether or not medical treatment there is recognized as scientifically modern; 

(b) If the medical staff is qualified; 

(c) If the nursing personnel is sufficient in number and competent; 

(d) If the housing space is adequate and sanitary; 

(e) If the food is wholesome and liberal; 

(f) If unnecessary mechanical restraints are employed; or, 

(g) In short, if St. Elizabeths Hospital is or is not in fact a modern hospital for 
the most humane care, custody, and curative treatment of those necessarily secluded 
from society for the primary purpose of restoring them to their former positions in 
the community? 

I very much hope that you may be willing to serve the government, as one of a com- 
mittee of five eminently qualified, experienced superintendents of hospitals for the 
insane, to make such investigation as briefly indicated above. 

A survey of this institution as a mental hospital can only be valuable if made by 
men who are expert and widely experienced in this department of medicine and are 
familiar with the problems of such institutions. 

I am, therefore, asking whether you are willing to serve as a member of a medical 
committee to make this investigation and report to me. 

The whole truth about the institution as a mental hospital and its efficiency in dealing 
with mental diseases should be the vital part of the record. 

It will be a gratuitous service. I am only permitted under the law to reimburse you 
for your necessary traveling expenses. You will be lodged in the institution. 

I very much hope you will find yourself able to perform this public service, and 
will appreciate a prompt response indicating how soon you could begin. 

I beg to remain, 
Very respectfully, 
(Signed) Husert Work. 


Your request for this service was accepted and your special medical 
advisers began the survey of St. Elizabeths Hospital on September 10, 
devoting approximately 14 days to the inspection in addition to much time 
in the consideration of the facts collected and the preparation of this report. 

Your question required a complete survey of the hospital in all depart- 
ments except the fiscal department. This has been done, and the inspection 
included all patients and every building and room occupied by them, and 
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all appurtenances and equipment relating to their treatment, care, and 


general welfare. Considering the subjects of your question, we submit the 
following : 


MEDICAL STAFF. 


The maintenance of a competent medical staff in hospitals for mental 
illness is becoming increasingly difficult because there is a shortage of 
qualified physicians and a limited number of those who are interested in 
psychiatric work. A mental hospital service that merely meets the neces- 
sities of its patients will not long hold the services of capable and ambitious 
young physicians eager for training and experience. 

Desirable physicians first seek openings in hospitals where high standards 
of professional duties have been established. They will accept service in 
the hospital that offers the most advanced diagnostic and therapeutic train- 
ing and where a keen interest in scientific research finds expression both in 
achievement and in contributions to medical literature. Hospitals for mental 
disorders have an obligation to contribute toward the general welfare by an 
organization that meets the needs of patients and the community in all the 
social relations; that furnishes instruction for physicians, social workers 
and nurses, and that presents its best thought, both to the medical profession 
and the reading public, through publications covering the broad field of 
psychiatric effort. The mental hygiene organization, in its efforts to reduce 
the effects of mental disorders, must depend upon an increasing public 
knowledge of etiology, treatment, and prevention. This information must 
be sought largely in the results of hospital work and contributions. Hos- 
pitals furnish the opportunity for giving this aid while the medical superin- 
tendent determines whether it shall be accepted or ignored. 

For the cause of psychiatry throughout the Union, it is fortunate that 
St. Elizabeths Hospital is setting an example of conducting a broadly con- 
structed medical policy covering the entire field of psychiatric work. 

A list of the physicians in the hospital service September 22, 1926, is 
presented separately, with a short sketch of each physician’s preliminary and 
professional education, medical work prior to service at St. Elizabeths, and 
a list of bibliographical contributions. The statistical findings have been 
reinforced by personal contacts with most of the physicians and discussions 
with individuals concerning their duties and efforts.* 


* The JourRNAL finds it impossible to print the separate report concerning 
the staff and its activities referred to in the preceding paragraph. The list 
of bibliographical contributions shows that in five years 1921-25 inclusive 
14 books and 119 papers have been written and published by Dr. White and 
his associates on the hospital staff. It is also shown that in St. Elizabeths 
there were in September last under way 18 psychopathological research 
problems, with four others under consideration; that there were also 22 
pathological research problems being conducted. 
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From the standpoint of educational training, proven competence in the 
several fields of medical work presented by the hospital’s activities, interest 
in both routine medical duties and research effort, the medical staff is not 
excelled by that of any hospital for mental disorders with which we are 
acquainted. 


MEDICAL ORGANIZATION. 


The following chart presents a graphic record of the division of responsi- 
bility in medical service at St. Elizabeths, but is not complete without the 
addition of statistical findings showing the apportionment of physicians to 
the various divisions of medical duties. 


Mace Warp SERVICE. 


The clinical director, as one of his duties, has the aid of 17 assistants in 
the medical supervision of all male patients excepting such as may be trans- 
ferred to the separate medical and surgical wards. Approximately 75 per 
cent of the hospital population is found in this service. 


FEMALE Warp SERVICE. 


The clinical director, with five assistants, exercises similar supervision 
over some 1200 women patients. 


MEDICAL AND SuRGICAL SERVICE. 


A building with capacity of 154 beds has been set apart for diagnosis 
and treatment of all patients suffering from conditions requiring unusual 
medical and surgical diagnostic skill and treatment. A senior medical officer 
with extensive experience as an internist and Réentgenologist is in charge 
of this group. A surgical assistant with several years of varied surgical 
training and five junior assistants complete the medical personnel of this 
service. 

The laboratory, with all its serological, bacteriological, and chemical 
diagnostic facilities, renders aid as required in its field. There is a complete 
electrical equipment available for diagnostic and therapeutic work. 

The excellent type of medical and surgical work carried on in this build- 
ing would be greatly facilitated by construction, as suggested by the super- 
intendent, of a new building designed to accommodate under one roof all 
its functions. Patients from the hospital building when requiring operation 
must be moved to another building, where the operating room is located. 
Accommodations for the various clinics and treatment rooms are scattered 
about in several buildings where available room can be found This unsatis- 
factory condition cannot be corrected in the existing buildings. In a well- 
planned and much-needed building program that has been studied by your 
medical advisers arrangements have been made to overcome these defects 
in service. 
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PsYCHOTHERAPEUTIC SERVICE. 


A clinical psychiatrist with three associates, two physicians, and a psy- 
chologist conduct special work in this group, whose members are relieved 
from all administrative duties. They are thus able to focus attention upon 
the special psychopathological problems of study, diagnosis, and treatment 
that are presented by many psychiatric cases. 


LABORATORY. 


The director of laboratories is specially qualified by years of post-graduate 
work in this country and Europe for the special duties of his position. Com- 
petent assistants in neuropathology, bacteriology, chemistry, and photogra- 
phy complete the professional personnel. The building is especially designed 
to carry on all routine and research work that naturally falls to this depart- 
ment. Facilities are provided for giving instruction and demonstration to 
nurses and physicians or for post-graduate instruction of groups that might 
apply from other government departments for this privilege. 


Ovut-PATIENT DEPARTMENT. 


The duties of this service are supervised by a physician who has two 
field workers as aids. An effort is made to keep in touch with all patients 
absent from the hospital on parole or temporary absence and to carry out 
the usual social-service activities required in the restoration of patients to 
the community. Some public-clinic work has been attempted, but this work 
is now languishing for lack of needed support. A free psychiatric clinic for 
the District is the hope of the hospital. 


DENTAL DEPARTMENT. 


Four dentists are continuously employed in dental work for the patients. 
There is complete equipment for all necessary work among patients. All 
incoming patients receive thorough examination and appropriate treatment, 
while the long-time residents have dental supervision as needed. 


MEDICAL TREATMENT. 
DIAGNOSIS AND TREATMENT. 


In preparation for comments upon the medical work we have made a 
thorough inspection of all wards and quarters where patients are kept. The 
routine followed in admission and subsequent study and disposition of cases 
has been studied, and a survey of the means available for the care of 
patients has been made in detail. Numerous interviews with the medical 
officers in charge of departments have been possible, resulting in a better 
understanding of their routine duties and special work. The ward confer- 
ences, several clinics, and staff conferences, where special problems of 
patients are considered and settled, have been attended. Many case records 
have been carefully studied for the purpose of seeing the practical appli- 
cations of the means employed in treatment of patients as applied to con- 
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crete cases. The records offer convincing evidence of the thorough study 
and intensive treatment given individual patients. 

Every effort is made upon the reception of new cases to follow the routine 
applied in general hospitals. After the usual preliminaries the patient is 
put to bed in a comfortable single room and given nursing attention. If 
there are any indications, a physician is in immediate attendance. Record of 
the case begins at once in nurses’ ward notes, that are made carefully and 
give a good picture of the patient’s reactions. 

Routine medical examinations are first made upon admission by a medical 
officer. Later all the diagnostic aids in the hospital are available for any 
special study of a case that may be desirable. If a case requires special 
neurological study, a well-trained staff neurologist contributes his study to 
the record. If there is an obscure physical disorder, the patient is trans- 
ferred to the medical hospital wards, where all the diagnostic equipment 
and skill available in a general hospital are employed for the patient’s 
benefit. Should a surgical condition indicate need of operative procedure, 
this condition is adequately met in the surgical wards. 

An ophthalmologist examines all patients needing his attention. Dentists 
examine all new patients and give the treatment indicated. 

All the resources of a completely equipped and well-manned laboratory 
are available for the study of every hospital case. Serological investigation 
of the blood and spinal fluid are routine measures that are followed when 
indicated. This work is being extended to research and investigation under- 
taken in a most commendable spirit. 

Bacteriological studies are made in all cases that are referred by the ward 
physician for diagnosis or treatment. This department of the laboratory is 
also constantly employed in measures tending to the prevention of disease 
among the hospital population by study of water and foods, while research 
studies are also under way. 

The resources of physiological chemistry are freely available for the 
call that may be made by patient for such aid as may be given. 

The Réentgenologist, with the most complete facilities for conducting his 
work, offers services for every call that may be made upon him for his 
diagnostic acumen and therapeutic skill. One of the particularly serviceable 
functions that this department performs regularly is the early detection of 
tuberculosis. Regular examination of patients by comparison of weight and 
temperature curves, physical examination, and X-ray studies results in 
transfer to well-appointed buildings for tubercular cases at a stage of the 
disease when there is the greatest opportunity of bringing about a remission 
of the disease. 

A consulting staff of leading Washington physicians is available for any 
special medical service that may be desired by the resident staff. 

The facilities and personnel of St. Elizabeths for the diagnosis and 
treatment of neuropsychiatric disorders are most admirable, while ordinary 
medical and surgical diseases receive the attention that is generally expected 
in high-grade general hospitals. 
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A list of the clinics in general medicine and surgery that are now being 
held regularly is given below to indicate the general scope of this work. 


DEPARTMENT.OF INTERNAL MEDICINE CLINIC SCHEDULE. 
OcrtoseEr, 1926. 


3. Thursdays, 2 p. m. 
2. General physical examinations............... Thursdays, 1.30 p. m. 
Mondays, 
Tuesdays, 
Wednesdays, 
Fridays, 
Saturdays, 
Sundays, 
¢ Ultra-violet ray treatments..........ccccsccees Every day, except Thursday afternoon, 
from 9 to 12 a. m. and 1 to 3 p. m. 
Mai § Saturdays, 9 a. m. 
Deep therapy and other X-ray treatments....Arranged by appointment. 
7. Syphilological clinic (center building): l 
a. Blood and spinal fluid withdrawn for » Tuesdays. 
laboratory examination. ) 
All other days, except Wednesday after- 
noon and Sunday, by appointment. 


3. Minor surgery and orthopedic clinic....... 


PsycHOPATHOLOGIC STUDIES. 


Modern psychiatric study of mental disorders, intended primarily to bene- 
fit the patient, is acquiring a wider knowledge of mental disorders, which 
can be obtained only by close contact with patients suffering from mental 
illness. It therefore becomes a special duty of hospitals treating such 
patients to contribute the results of their studies and experience to medical 
literature by the same methods employed in other branches of medical work. 
Publications from the staff of any hospital offer a sure index for the 
character of work rendered. Reference has been made separately to numer- 
ous publications in the field of clinical psychiatry and pyschcpathology. 
Further studies are being conducted for publication. 


OccuPATIONAL THERAPY. 


The importance of employment for many patients is fully recognized and 
this branch of therapeutic effort is in charge of a chief instructor with 
approximately 30 assistants working in something over 20 wards of the 
hospital. The work is graded to the needs of individual patients, special 
attention being given to finding suitable employment for acute cases, and to 
furnish opportunity for individual initiative and development. Progression 
from purely therapeutic employment to productive work in the various in- 
dustrial departments is attempted, with the result that over 1400 patients 
are given some form of rational employment, not including ordinary house- 
hold duties, in ward classes, industrial shops, and on the grounds. 


HyDROTHERAPY. 


Free use is made of douche-room treatment, cold packs, and prolonged 
warm baths for all the indications presented in the care of mental disorders. 
Lack of well-arranged facilities and equipment creates a handicap in the 
application of this form of therapy. 
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ENTERTAINMENT OF PATIENTS. 


The hospital is fortunate in having continuous aid from the American 
Red Cross and the Knights of Columbus for the entertainment work. Both 
organizations contribute freely toward the happiness of patients and very 
generously supplement the efforts of the hospital, which are on a grade 
and extent commonly seen in similar institutions. The comfort of patients 
is greatly enhanced by a free use of the hospital grounds granted to them 
after a careful consideration of each case at staff conference. Nearly 600 
patients enjoy these privileges, while over 100 are permitted a wider latitude. 
This relative freedom is, unquestionably, one of the features of hospital 
residence most highly prized by patients. 


Socra ‘SERVICE. 


The many duties of this work are performed by the out-patient depart- 
ment, which investigates the patient’s history and previous environment. 
Data necessary for consideration of cases is thus provided for the staff con- 
ferences where decisions are reached concerning the propriety of releasing 
patients. The attempt to restore improved patients to a satisfactory social 
and economic status furnishes an endless opportunity to render help and 
supervision so often required for success in the experiment. The social 
workers under a medical adviser familiar with the case and the home 
setting render valuable aid to the welfare of both patients and their families. 

From the records of the past year a summary of the problems presented 
in supervision of ex-patients by the hospital has been prepared. A perusal 
of the list clearly indicates the need of skilled assistance in effecting neces- 
sary adjustments for the successful rehabilitation of many patients. 


PRINCIPAL TYPES OF SOCIAL PROBLEMS FOUND DURING THE YEAR, 
ROUGHLY DIVIDED. 


Personal: Quarrelsome because of delusions; lack of initiative; irrita- 
bility; seclusiveness; physical illness; physical disability; poor personal 
hygiene; physical defects; inefficient housekeeper; inability to assume re- 
sponsibility; untidiness; dependence for daily care; jealousy. 

Environmental: (1) Within the family—illegitimate birth; marital dis- 
cord; separation from spouse; desertion by spouse; refusal of spouse to 
give proper support; difficulty in managing children; backwardness of 
children; separation from children; antisocial children; neglect of relatives; 
conflict with relatives; conflict amongst relatives; difficult personality in 
family; alcoholic relatives; limited usefulness; illness in family, mental; 
illness in family, physical; poor housing; inadequacy in family relations; 
overindulgence by parents; immoral mother; cruelty of spouse; poor 
hygiene; delusions interfere with daily life; difficulty to get on with. 
(2) Within society—Lack of social contact; legal complications; inability 
to adjust to American customs and conditions; poverty; low standard of 
living; bad neighborhood; annoyance to neighbors; annoyance to officials; 
conflict with neighbors. 
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In employment: Lack of employment, voluntary; lack of employment, 
involuntary; lack of regular employment, voluntary; lack of occupation 
(ungainful), voluntary; economic dependence; industrial inefficiency; eco- 
nomic inefficiency of husband; conflict with employer; interference of 
former employer. 

Whatever the difficulty encountered, it is the function of the social-service 
worker to bring relief wherever it can be obtained from existing agencies, 
from the hospital, public officials, charitable organizations, and all the social 
forces that can render help in a given situation. 

This important effort at rehabilitation of patients receives due consid- 
eration in the general scheme of hospital work. 


LABORATORY. 


The work in this department is arranged to furnish the help that may be 
expected in diagnosis, treatment, and prevention of disease. Extensive 
research studies in biometry, pathology, bacteriology, and chemistry are 
being conducted. Permission for autopsy was obtained in the past year for 
67 per cent of deaths. Painstaking study in each case is evidenced by com- 
plete records of autopsy findings. 

A fair estimate of the practical help given by the laboratory in treatment 
of cases and conservation of the general health can be formed by a state- 
ment of routine measures. 


Work Done IN BACTERIOLOGY AND SEROLOGY. 


Routine: Bacteriological work for the hospital building (R); bacterio- 
logical work for the wards; serology of blood and spinal fluid of patients 
upon admission and during antisyphilitic treatment; bacteriological study of 
autopsies ; bacteriology of dairy and cow barns and butterfat determinations 
of milk; care of oiling of waters against mosquitoes. 

Semiroutine: Intensive bacteriological or immunological study of cases 
of special interest among the patients; intensive study of bacteriology of 
milk production and of drinking water ; studies of epidemics of mastitis, etc., 
of the dairy cows with preparation of autogenous vaccines; observation of 
kitchens, dishwashing, garbage disposal, etc. 

The hospital, with its mass of well-studied clinical material, large per- 
centage of autopsied cases, and unusual laboratory facilities, offers rare 
opportunity for scientific research. An appended list of the work now being 
conducted offers evidence of how the material is being used, both for 
benefit of patients and addition to medical knowledge. 


SuMMARY. 


Summarizing results of our study of medical work at St. Elizabeths, it 
may be asserted that all branches of medical service considered essential 
for treatment of mental illness have been given their place in a well- 
organized plan, that considers diagnosis, treatment, and restoration of 
patients. Medical responsibility is so placed and divided that patients are 
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assured of attention and requisite treatment with a certainty that is one of 
the best features of the hospital. There is a uniformity of development in 
all fields of medical service that deserves hearty commendation. 
Research work in the various fields offered by the hospital is of the highest 
type and is being eagerly prosecuted, both for the welfare of patients and 


for the purpose of making contributions to our knowledge of mental 
illness. 


NuRSING PERSONNEL. 


In the consideration of the nursing personnel of St. Elizabeths Hospital 

the following matters were considerd: 
1. Number. 
2. Qualifications. 
3. Training. 

1. Number.—There is a superintendent of nurses, two assistant chief 
nurses, and one head nurse. In addition there were on September 25, 1926, 
six registered nurses with three years’ training in charge of wards; nine 
student nurses taking the three-year course; 133 psychiatric aids having 
completed two years’ training; and 457 attendants in the one-year training 
group. 

This nursing service was taking care of 4029 patients and was working 
on eight-hour shifts. In addition there were 25 supervisors, 7 barbers, 
6 bath attendants, and 10 domestics working in wards as waitresses or ward 
maids. This gives a ratio of one person serving on wards, exclusive of 
medical officers to a little over six patients. 

In the modern mental hospital this is considered a very good ratio, but 
when we consider the numbers needed in St. Elizabeths Hospital to cover 
the eight-hour shifts, the large number needed in the criminal insane group, 
the long distances between operating room and medical and surgical build- 
ing and between wards, dental, and other treatment rooms, we readily 
realize that the patients are being cared for with only a safe minimum of 
people on the nursing service rather than with a comfortable average when 
the individual care of patients is considered; in fact, the present ratio with 
the eight-hour shift is 1 nurse to 12 patients from 7.30 a. m. to 3.30 p. m.; 
I nurse to 27 patients from 3.30 p. m. to 11.30 p. m.; and I nurse to 38 
patients from 11.30 p. m. until 7.30 in the morning. Therefore, it would 
seem to this committee that an increase in the ratio of nurses would be 
desirable so that there would be at least 1 member of the nursing personnel 
to each 8 patients in the morning shift, I to 24 in the afternoon, and I to 34 
in the night service; also that every ward in the medical and surgical 
building, in the reception buildings and in all other wards where patients 
with physical illness are cared for should be in charge of a registered nurse; 
also that two graduate registered nurses should be added to the staff of the 
superintendent of nurses—one to give most of her time to teaching and the 
supervision of class work, the other to the supervision of the graduate 
nurses in charge of wards. This would tend to make for an increasingly 
higher type of nurse training. 
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2. Qualifications—In considering the qualifications of those in the nursing 
service, it was found that all pupils entering for the three-year course— 
leading to the qualifications for registered nurse—had at least two years’ 
high-school credit. This is an even higher standard than many of the best 
mental hospitals maintain. Those taking the one-year course for attendants 
and the two-year course for psychiatric aids do not have a set standard of 
educational requirements, but must be capable of completing the class work 
with a satisfactory daily record and have ability to pass the periodical 
examinations. Many of these persons were interviewed on the wards, and 
present a satisfactory standard of educational background for their respec- 
tive work and of personality for dealing with the type of patients that they 
care for. There are many in the nursing service of St. Elizabeths Hospital 
who after completing their training have remained in the positions of super- 
visors and charge nurses for long periods of time—a number I0 or 12 years, 
several for 20 years, and a few for even longer periods. These persons with 
a long record in the nursing service are individuals with exceptional qualifi- 
cations, a high sense of loyalty, and would be a credit to the best hospital in 
the country. 

The problem of the relationship between those in the nursing service 
and patients was taken up, many patients were questioned as well as many 
of those having the care of patients, and the committee was convinced of 
the cordial relationship existing between nurses and patients and the general 
devotion of the nurses to their work. There is in the nursing personnel at 
St. Elizabeths an unusually small number of transient personnel. This, of 
course, is largely due to the civil-service requirements and the incentive 
offered by gradually increasing rate of pay; but this makes for a stabilized 
nursing service, which results again in better understanding and care of 
the patients. 

3. Training.—St. Elizabeths Hospital maintains a high standard of train- 
ing. Every individual in the nursing service has some training, the attendant 
group being given lectures and ward instruction over a considerable period 
of their first year and not being retained in the service unless they satis- 
factorily complete the training course. Those members of the nursing 
service taking the two-year course, called the course for psychiatric aids, 
have training during the two-year period, including lectures and supervision 
in practical nursing procedure in the wards. The medical advisers attended 
lectures given to the various groups, studied the curriculum of courses, and 
investigated the matter of textbooks, note-taking, and examination rating. 
All these matters complied with the best practices of mental hospitals. The 
spirit of interest of the nurses in their training courses was noted and 
found satisfactory; in fact, there was a general atmosphere of interest in 
their work and an endeavor to gain training to better fit themselves for 
their work. In the training of the nursing personnel St. Elizabeths has a 
fortunate advantage in being able to call upon some of the best qualified 
psychiatric lecturers in the country, members of the staff, who are giving 
freely of their services in this most valuable work. 
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In conducting this investigation the nursing service in every building of 
the hospital was studied. Visits were made in the middle of the night to 
take up the problem of night care; also visits were made at meal times, and 
the serving of the food to patients by the nurses was observed and found 
satisfactory. 

The quarters occupied by the nurses resident on the grounds were visited 
and found ample and satisfactory. 

The superintendent of nurses and her assistants are not at the present 
time provided with adequate quarters for their offices, the superintendent 
having no private office where she can interview prospective candidates or 
take up matters of an official nature (the present office is used as a clothing 
room for patients, which necessitates many interruptions). Some clerical 
assistance should also be provided for the training-school office. 

To sum up the nursing situation, St. Elizabeths Hospital is maintaining a 
high standard of nurse training; is providing at the present time a minimum 
number of nurses for the care of patients which should be added to by an 
increasing number, according to the population, to provide the ratio of one 
nurse to eight patients in the morning, I to 24 in the afternoon, and I to 34 
at night, with a gradual increase, as they can be obtained, of graduate nurses 
to have charge of an increasing number of wards. The nursing morale in 
St. Elizabeths Hospital is high. The educational and personality qualifi- 
cations of the nursing service presents an excellent standard. 


HousING AND SANITATION 


This is one of the largest hospitals for mental diseases in the country. 
The number of beds now available is 4533, not including 50 beds in the 
isolation building for contagious diseases. 

The housing is in several permanent structures erected from time to time 
between 1855 and 1903 and certain semipermanent and temporary buildings 
erected for special purposes in 1913 and during the World War. It should 
be remembered that there have been constructed in this hospital no build- 
ings for the accommodation of the mentally sick since 1903, with the excep- 
tion of small temporary structures for 60 cases of tuberculosis, and another 
group of semipermanent construction with 500 beds to meet the needs of 
the war period. 

Based upon the floor space for sleeping purposes in the original construc- 
tion, the capacity was rated at 3304, which shows an apparent overcrowding 
of 1229. This degree of overcrowding is, however, not actual. After a 
careful inspection of all the dormitories and sleeping rooms, with special 
consideration of the ventilation of the sleeping spaces, together with the 
allotment for day-room space, some of this increase of capacity, we believe, 
should not be regarded as overcrowding. 

In these structures, also, ample day-room space and porches are provided. 

Hence, we believe that the so-called Richardson buildings, with the 
exception of I, Q, and N buildings, although full and in excess of the 
original estimated capacity, should not be regarded as overcrowded. 
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On the other hand, however, certain older buildings and groups of build- 
ings and the three Richardson buildings are admittedly overcrowded. These 
include the Allison group, the Dawes building, the Garfield building, the 
Oaks building for colored women, the Q building for segregated white and 
colored women, I building for infirm, untidy white women, N building for 
epileptic and feebleminded white women, and certain wards in the west side 
group. These structures, with the exception of I, Q, and N buildings, were 
erected 40 and more years ago and before the subject of sanitation had 
advanced far enough to make definite requirements in floor space for sleep- 
ing, dining-room, and day-room purposes. In the Allison group for men 
and in the women’s service, notably the Oaks building and I, Q, and N 
buildings, there has been an invasion into the day or living room spaces for 
the porches, also for sleeping-room and dining-room requirements, to a 
degree which makes the best sanitation according to present standards 
impossible. 

The sanitary equipment of most of the old buildings is inadequate, 
although in good repair. The number of water-closets, lavatory basins 
especially, and bathtubs in some instances should be increased, the number 
to be determined by the class of patients served. 

The overcrowding and impaired sanitation of the old structures can be 
relieved only by remodeling the buildings. This can be done by an expendi- 
ture of funds relatively small as compared with entirely new construction. 
Fireproof and sanitary floors should be installed, better natural light pro- 
vided, particularly in the small rooms, additional sanitary fixtures with open 
plumbing installed, and a capacity established upon a basis for each patient 
of approximately 50 square feet of floor space for sleeping rooms, 50 square 
feet for day-room purposes, and 15 square feet for dining rooms. This 
action would reduce the total number of available beds in altered buildings 
and would make usable, for a few years at least, with fairly good sanitary 
conditions, buildings now about ready for condemnation and razing. 

Your medical advisers believe, also, that the fire hazard of these older 
buildings is an additional and strong argument in favor of their reconstruc- 
tion. The interiors are largely wood, as are also the porches, and halls, 
entrances, and stairways in several instances are small, and in the event of 
fire the removal of the patients, especially the infirm, would prove difficult 
if not impossible, notwithstanding the excellent system of fire fighting and 
protection which is well maintained within the hospital. 

This reconstruction contemplates relief from overcrowding, which will 
result in the removal of approximately 500 beds from the older buildings, 
and the patients now occupying them must be provided for in additional 
construction. 

The medical advisers again call attention to the fact that no buildings of 
a permanent type for the care of the increasing number of new admissions 
have been erected since 1903. However, temporary buildings for the tu- 
bercular cases—6o0 for men, 44 for women—were built in 1913, and they 
meet the requirements and should be kept in service. 
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Also, semipermanent construction for 500 men was added in 1917 at a 
cost of $200,000, to meet urgent needs incident to the war. 

The upkeep of these buildings is high, this year about $25,000, and it will 
increase year after year, and the medical advisers recommend that this 
construction be replaced by permanent buildings with modern equipment. 

This impaired sanitation is not a matter of management, but is due to 
insufficient and antiquated construction and overcrowding, both in the old 
structures and the three more modern buildings hereinbefore specified, and 
an unavoidable and inevitable sequence of the necessity of providing accom- 
modations for the ever-increasing number of admissions to the hospital 
from 14 to 15 sources of supply. The sanitation as affected by the house- 
keeping and cleanliness, as noted by the medical advisers, is excellent. 

The medical advisers find in the survey of the buildings now in service, 
with reference to their adequacy and sanitary condition, they must give 
consideration also to the subject of needed new construction, not only to 
provide accommodations for the relief of overcrowding in the old buildings 
and the replacement of the semipermanent structures, but also to the in- 
creasing number of admissions for the next few years, if the hospital func- 
tions as it should at its highest degree of efficiency. This involves the 
source and rate of the admissions, the classes or groups when admitted, 
and the more difficult and important problem of a desirable classification 
based on the mental condition after admission. 

Under the laws in force and the practice under them, we find insane 
persons are admissible to the hospital from the following sources: 

Army. 

Navy. 

‘Marine Corps. 

Coast Guard. 

. National Homes for Disabled Volunteer Soldiers. 
. Civilians, Quartermasters Corps. 

United States Veterans’ Bureau, all wars. 

. Public Health Service. 

. Residents, District of Columbia, men and women. 
. American citizens, Panama Canal Zone. 

11. United States prisons. 

12. Prison, District of Columbia. 

13. Insane persons charged with crime, District of Columbia. 
14. Insane prisoners of war and interned persons. 

15. Soldiers’ Home, District of Columbia. 


WS 


oo 


Patients from these several sources are delivered and admitted to the 
hospital without application and acceptance by the superintendent, regard- 
less of the overcrowded conditions of the institution, and there is no con- 
trol whatever over the inflow, except the incidence of mental disease in the 
various departments tributary to the hospital. Such a method is proper, if 
additional accommodations within the institution are provided to keep pace 
with the increasing number of admissions. This, unfortunately, has not 
been done, and the state of overcrowding, often referred to, is the result. 
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Another sequence to the stream of admissions and overcrowding is the 
disordered classifications of the patients under treatment. This condition 
is more serious than appears to the layman at first glance, because the 
results of treatment and care depend to a considerable degree on a grouping 
of patients based upon their mental condition and behavior. Without such 
a classification in the presence of a large number of cases no hospital can 
obtain the highest results in treatment and care. 

There is probably no hospital in the whole country which receives so 


many different groups of cases when admitted as St. Elizabeths. They are 
chiefly the following: 


. Men, women, children. 

. White, colored. 

. Insane, feeble-minded, epileptic. 

Officers from Army, Navy, Marine Corps, Public Health Service. 
. Privates from Army, Navy, Marine Corps, Public Health Service. 
Veterans of all wars. 

. Civilians from District of Columbia, Panama Canal Zone, etc. 

. Noncriminal; criminal insane. 

. Nontubercular ; tubercular. 


CRN 


These groups alone present a problem in housing, because a degree of 
segregation is demanded and expected; and when there is added the classifi- 
cation of mental conditions after admission, necessary to the best treatment 
and care, the problem, as here, becomes large and complex, and, in fact, im- 
possible with the existing housing limitations. 

The records show for the fiscal year 1926, 819 admissions; total number 
under treatment, 5114; and remaining June 30, 1926, 4345. For the fiscal 
year 1916 there were 790 admissions, the total number under treatment was 
3891, and there remained in the hospital June 30, 1916, 3193. The increase 
in the number under treatment and the number remaining in the hospital 
has continued year after year until at the end of the last fiscal year (1926), 
when there were 1223 more under treatment and 1152 more remaining at the 
end of the year than in 1916. This growth in population has been a gradual 
one, and the patients have been admitted on demand with little additional 
construction and equipment for their care, and, unavoidably, has resulted 
in serious overcrowding and impaired classification. 

The District of Columbia, with an estimated population in 1926 of 
528,000, is the largest contributing unit to the hospital. There were received 
from this District during the last year 468 patients out of a total of 842 
admissions, and there remained at the end of the same year 2350 out of 
a total of 4345 patients from all sources. In other words, 55 per cent of all 
admissions last year and 54 per cent of all cases remaining in the hospital 
at the end of the year were received from the District of Columbia. Of this 
population, approximately 25 per cent is colored. 

The Gallinger Municipal Hospital, formerly the Washington Asylum and 
Jail, was opened July 1, 1923, with 150 beds for the temporary care and 
treatment of mental diseases, has proved a blessing to the community, and 
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for a year or two lessened the number of admissions to St. Elizabeths, but 
already a growing community population has overcome this gain, and the 
rate of admissions now to St. Elizabeths is as large as in 1923. 

It is apparent from this statement of facts that the growing population 
of the District of Columbia must be regarded as an important factor in the 
consideration of any building program for the next few years. The gain 
in this population during the last ten years was 118,000, or nearly 12,000 
annually, and there is no reason to expect a less growth during the ensuing 
decade, and with it must come an addition to the insane population of 450 to 
500 persons. 

The other departments tributary to the hospital, contributing now about 
45 per cent of the admissions (374 last year and 373 the previous year), 
will continue at about the same rate. They may grow in population, but 
certainly will show no decrease. No considerable increase in the admissions 
from these departments may be expected within the next few years. 

Taking these into consideration, the larger number of admissions from 
the growing population of the District of Columbia and the number of 
admissions from all sources during the past ten years, after a liberal allow- 
ance is deducted for the unusual conditions of the war period, and deducting 
therefrom the expected discharges and the deaths, there is a reasonable 
expectation of an annual increment of 75 to 100 patients during the next 
ten years. These can only be properly cared for in new buildings. 

The committee, after careful consideration of all the above-mentioned 
facts and after a thorough inspection of all buildings and quarters occupied 
by patients, concludes : 

1. That the housing is inadequate—(a) for the present population, which 
shows an overcrowding of approximately 11 per cent, or 500 beds; (b) for 
500 patients housed in semipermanent construction provided at a cost of 
$400 per bed to meet the emergency of the World War. 

2. The sanitation is good in so far as housekeeping and general cleanli- 
ness can make it—(a) in the so-called Richardson construction built in 1903 
(which houses 1000 patients) the standard of sanitation is excellent. The 
plumbing is sufficient and in good repair, the light and ventilation are good, 
and the floor spacing ample, with the exception of three overcrowded build- 
ings hereinbefore specified; (b) the older buildings erected 40 and more 
years ago, while well kept, show in the several buildings hereinbefore speci- 
fied inadequate sanitation due to faults of construction, affecting light and 
ventilation, an insufficient number of sanitary fixtures, insanitary floors in 
bathrooms and toilets, narrow stairways, and too small an allotment of 
floor space for sleeping, day-room, and porch purposes. These buildings are 
overcrowded. 


Foop 


Inspection was made of all food-supply storerooms, refrigerators, 
kitchens, dining rooms, dairy, milk pasteurizing and ice cream, records of 
issues of food materials, perpetual inventory, menus for patients, com- 
parative statements of quantities, and nutritive values of food materials used. 
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General storerooms and refrigerators as well as those in individual 
kitchens and dining rooms were found adequate in size and sanitary in 
condition. 

Food supplies are bought on standard government specifications, quanti- 
ties checked and quality tested when received, and written report made 
thereof to the accounting department. Whenever necessary, analyses are 
made by the Bureau of Chemistry of the United States Department of 
Agriculture. 

Food supplies are issued on written requisitions made up by chief of com- 
missary based on standard requirements for a sufficient, varied, and well- 
balanced diet, showing quantities received at each kitchen. 

An inventory of supplies is taken monthly and recorded in a perpetual 
inventory in comparative form showing monthly issues and quantities of 
food materials received monthly both by purchase and hospital production. 

Attached is a copy of such inventory for six months ending September 30, 
1926, as found in hospital files for fresh beef. 


PERPETUAL INVENTORY FOR FRESH BEEF For S1x MonrTHS 
ENDING SEPTEMBER 30, 1920. 


{Amount in pounds.] 


April May June 
Re- On Re- On Re- 
ceived | 1884ed| hand | ceived | hand | ceived | Issued 
19,031 


68,515 | 50,606 


17,819 | 66,526| 47,705| 18,821 | 67,348 


| 5,398 2386 | | | 2,040 | 
| | de 5,874 | 
| 17,956 
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PerRPETUAL INVENTORY FOR FresuH Beer For Six MontTHs 
ENDING SEPTEMBER 30, 1926.—Continued. 


{Amount in pounds. ] 


| July August September 


Re- 


ceived Issued 


On 
hand 


| ceived Issued | hand | ceived | Issued | hand 


30 


57,678 | 46,660| 11,018] 57,176| 47,884 


Butter, milk, meats, fruit, vegetables, and similar supplies are issued to 
kitchens daily, but others twice or three times a week to storerooms con- 
nected with kitchens and in charge of dietitian. Suitable refrigerators are 
provided. 

A good quality of oleomargarin is used throughout the institution. It is 
wrapped in waxed paper and kept clean in handling. 

Milk is produced in the hospital dairy from a tubercular-tested herd of 
about 300 Holstein cows. Although cows are kept free from tuberculosis, 
milk is Pasteurized to guard against other possible infection. Butterfat is 
estimated and bacterial count taken regularly in the hospital bacteriological 
laboratory. The percentage of butterfat averages 3.5 per cent and bacterial 
count below 15,000. 

Eggs and poultry are produced in considerable amount in the hospital 
poultry plant, which has about 2500 laying hens. Thus strictly fresh eggs 
are furnished the sick patients. 


| 
| 

9,292 | 57,207} 47,228) 9,973 

| 
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Ice cream is made of good quality and freely used. 

Bread is made in the well arranged and equipped hospital bakery, where 
each loaf is wrapped in waxed paper by machine and kept clean in distri- 
bution to the many points of use. 

Some fruit and vegetables are raised on the hospital farm. 


PREPARATION, COOKING, AND SERVING Foop. 


Seven trained dietitians, 37 cooks, 28 kitchen helpers, 9 bakers, and 26 
other employees, in addition to patients and assistance in serving by nurses 
and attendants, are engaged in the preparation, cooking, and serving of 
food. In the week ending September 30, 1926, an average daily number of 
3878 patients were fed and 475 meals served in the cafeteria to personnel 
and others. 

Periodical physical examination is made of every person handling food 
and food supplies as a safeguard against infection by any disease. 


Foop SERVICE. 


In the 70 years since 1855, when St. Elizabeths Hospital was founded, the 
patient population has increased from the original capacity of 100 patients 
to the present number of more that 4000 patients and a personnel of more 
that 1250 employees. Necessarily, as requirement demanded, one kitchen 
after another has been added until there are now nine large kitchens, each 
providing for 200 to 1300 persons. 

The later kitchens, particularly those added in the last 25 years, are 
quite up to date, well equipped, and in good repair. The earlier ones need 
considerable renovation and repair, especially the general kitchen. However, 
all are operating efficiently and are in good sanitary condition. 


Din1nG Rooms. 


Food is served patients usually in dining rooms in the ward or building 
where they live. There are, however, several congregate dining rooms 
which accommodate several wards in the same or near-by buildings. 

An excellent congregate dining room for some 600 patients, with adjoining 
kitchen, provides for the “detached” group of adjacent buildings. There 
is another for about 500 patients for the semipermanent group of connected 
pavilions, which also has its own kitchen and accommodates all patients in 
these buildings except a few who are served on trays in two wards because 
their condition does not allow them to go to the large dining room. 

The kitchens are located at convenient distances. Food is conveyed in 
covered and in part insulated containers, the use of the latter being extended 
as fast as new equipment can be purchased. Pains are taken to keep food 
hot in transit. It was often tasted as it was served to patients and always 
found good in quality, palatable, and abundant. 

Tablecloths are used generally and wherever the habits of patients allow. 
Otherwise, white enameled-metal tops are provided. The food service is 
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neat and attractive as a whole. As is customary in most public institutions, 
food is generally placed on the table before patients are seated, but in some 
cases it is served in courses directly to the patient. Effort is being made 
to do this in all cases as fast as the necessary equipment can be obtained. 

Note should be made of the basement dining room for about 150 patients 
in Oaks B building. It is dark and greatly crowded. It cannot be improved, 
and should be abandoned as soon as other provision can be made. 

The ward dining rooms in Allison C and D buildings are small, dark, and 
unpleasant. 

Tas_E-Foop WASTE. 


Table-food waste is collected in galvanized-iron pails in dining rooms and 
kitchens and removed twice daily by carboys who report amount and con- 
dition of such waste to dietitian. Finally these pails are emptied into large 
garbage cans whose contents are fed to the hogs. Pails and cans are kept 
clean. Inspection of such waste in the pails before emptying into garbage 
cans is an important safeguard against undue wastage of food and should 


be made by a competent person, preferably the dietitian who apportions 
food to the different dining rooms. 


CAFETERIA. 


A unique and commendable feature of food service in this hospital is the 
attractive cafeteria where at any time from 5.30 a. m. to 1.30 the next 
morning any of the physicians, nurses, other employees, visitors, guests, or 
other persons can obtain a good meal at cost rate on a cash basis. 

There is a special kitchen opening into the large cheerful dining room with 
small tables. 

As all personnel is on an eight-hour shift and, with few exceptions, live 
outside the hospital, such a cafeteria is necessary and most serviceable. We 
lunched here repeatedly with much satisfaction. 


DIETARIES. 


Menus covering 10-day periods so as not to be repeated on the same day 
of the week are prepared by the chief dietitian and chief of commissary, 
subject to approval of the superintendent. There are three types: First, 
general diet served to the general-patient population; second, tubercular 
diet for patients affected with tuberculosis; and third, sick diet for patients 
ill with ordinary ailments. A diet more liberal than the general diet is 
furnished patients who have been officers in government service and pay 
for special diet. 

In addition physicians order daily special diets for patients requiring 
them at irregular times. 

Furthermore, in the medical and surgical hospital the diets required in 
diabetes, nephritis, and other diseases are prepared by the dietitian as 
prescribed by the physician. 

The general dietary, which is least liberal of all, is taken as basis of the 
following discussion. 
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A copy of the general diet as served during the 10-day period beginning 
September 3, 1926, is attached and truly represents the diet as served dur- 
ing several previous years as recorded in the hospital files and examined 
by the medical advisers. 


St. Exizasetus Hospitat, WASHINGTON, D. C., EFFECTIVE SEPTEMBER 3, 1926. 


GENERAL DIET FOR 10 DAYS. 


Hominy grits, milk, sugar. 
Scrambled eggs. 

Rolls, oleo. 

Coffee. 


Oatmeal, milk, sugar. 
Fried steak, gravy (onion). 
Rolls, oleo. 

Coffee. 


Corn flakes, milk, suagr. 
Soft cooked eggs. 

Rolls, oleo. 

Coffee. 


Corn-meal mush, milk, sugar. 
Baked beans. 

Bread, oleo. 

Coffee. 


Oatmeal, milk, sugar. 
Creamed beef on toast. 
Rolls, oleo. 

Coffee. 


Hominy grits, milk, sugar. 
Fried ham. 

Rolls, oleo. 

Coffee. 


Corn flakes, milk, sugar. 
Fried steak. 

Rolls, oleo. 

Coffee. 


Fripay. 


Baked fresh fish. 
Mashed potatoes. 
Cabbage salad. 
Bread, oleo, coffee. 
Fresh apple pie. 


SaTurpDay. 
Vegetable soup. 
Roast veal, gravy. 
Buttered potatoes. 
Corn on the cob, bread. 


Oleo, blancmange, choco- 
late sauce. 
Sunpay. 


Roast lamb, gravy. 
Mashed potatoes. 
Peas. 

Bread, oleo, coffee. 
Pineapple tapioca. 


Monpay. 


Vegetable soup. 

Beef potroast, gravy. 
Browned potatoes. 
Tomato and onion salad. 
Bread, oleo. 

Cottage pudding, sauce. 


TueEspay. 


Bean soup. 

Boiled shoulder. 

Buttered potatoes. 

Boiled cabbage, bread. 
Oleo, creamy rice pudding. 


WEDNEsDaY. 


Vegetable soup. 

Roast beef, gravy. 
Fried potatoes. 
Squash, bread, oleo. 
Bread pudding, sauce. 


THuRsDAY. 


Chicken a la Maryland. 
Mashed potatoes. 
Buttered beets. 

Bread, oleo, coffee. 
Watermelon, 


Salmon salad. 
Sliced tomatoes. 
Bread, oleo. 
Tea. 


American chop suey. 
Peaches. 

Bread, oleo. 

Tea. 


Cold roast beef. 
Apple butter. 
Crackers, cake. 
Bread, oleo. 
Tea. 


Vegetable salad. 
Baked apples. 
Bread, oleo. 
Tea. 


Bologna. 
Cucumber salad. 
Bread, oleo. 
Tea. 


Baked hash. 
Apple sauce. 
Bread, oleo. 
Tea. 


Cold hamburger loaf. 
Pineapple. 

Ginger cakes. 

Bread, oleo. 

Tea. 
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Oatmeal, milk, sugar. 
Panbroiled mackerel. 


Fripay. 


Baked fresh fish. 
Parsleyed potatoes. 


Codfish cakes. 
Rhubarb sauce. 


Rolls, oleo. Scalloped tomatoes. Crackers. 
Coffee. Bread, oleo, tea. Bread, oleo. 
Rhubarb pie. Tea. 
SaTurDay. 
Boiled hominy. Vegetable soup. Baked macaroni and cheese. 
Fried liver and bacon. Corned beef. Prunes, 


Rolls, oleo. 
Coffee. 


Boiled potatoes. 
Cabbage, bread, oleo. 
Caramel cornstarch. 


Bread, oleo. 
Tea. 


Sunpay. 
Oatmeal, milk, sugar. Roast beef. Cold shoulder. 
Soft cooked eggs. Mashed potatoes. Canned pears. 
Rolls, oleo. Lettuce. Cake. 
Coffee. Bread, oleo, tea. Bread, oleo. 
Chocolate rice pudding. Tea. 


Special diets in addition as ordered by ward physicians. 


SUFFICIENCY OF Foop. 


Attached is a copy of the hospital record showing the average daily per 
capita consumption of the foods indicated for months of August, 1925, 
July, 1926, and August, 1926. 


CoMPARATIVE STATEMENT SHOWING THE AVERAGE Dairy Per Capita 
CONSUMPTION OF ‘THE Foops INDICATED FoR THE MONTHS OF 
AUGUST, 1925, JULY, 1926, AND AuGusT, 1926. 


August, July, August, 
1925 1926 1 
ounces... 1.226 | 1.382 1.367 
do.. 699 | | -805 
agl... -804 | -QOI } -829 
ounces.. 11.158 | 12.032 | 12.126 
Fruit (canned), preserves, jellies, etc . 1.356 1.912 |. 8 
Peas (canned) | +407 | 
Potatoes 9.803 | 9-932 9-3 
Tomatoes (canned) -128 289 


In comparison the following shows the daily ration allowance per capita 
for patients in the New York State hospitals for the insane, viz: 


Farinaceous foods ........ oaéenwe 13 ounces. 
10 ounces, 
- One-half egg and one-half egg additional for 10 per 


cent of population. 


19 
3u 
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BE. stsekdiesaccéhatvasnonnesuan I pint and 1 pint additional for 30 per cent of population. 

1% ounces and 0.5 ounce additional for 10 per cent of 
population. 

2 to 5 ounces, 

2% ounces. 

1 to 8 ounces. 

15 cents per week per person. 


This comparison shows a much more liberal allowance of food at St. 
Elizabeths Hospital than in the New York hospitals of the same character. 
The following shows the daily average per capita consumption of food for 
the months of July, August, September, and October, 1925, converted into 
proteins, fats, and carbohydrates and nutritive value in calories, computed 
according to the requirements of Bulletin No. 28, revised edition, United 


States Department of Agriculture, “ The Chemical Composition of Ameri- 
can Food Materials,” viz: 


Protein | Fats | a mon | Calories 

Grams Grams | Grams Grams 

131.51 | 21.37 1,545.99 
48. 7.00 | 465.31 2,121.79 
121.13 138.51 | 486.58 | 3,667 78 
484.52 1,232.74 1,946.32 | 3 667.78 


Deducting waste in cooking and serving the net daily average food con- 
sumption contained 111.66 grams of protein, 124.55 grams of fat, 429.68 
grams of carbohydrates, having altogether a nutritive value of 3,276.47 
calories, which is 226.47 calories in excess of the requirement of a standard 
dietary for a man at light, moderate muscular work. 

In conclusion the medical advisers are convinced by repeated observations 
of food as served to patients that it is very liberal in amount, well cooked 


and palatable, varied in materials, and cooked and served in a sanitary 
manner. 


SUGGESTION. 


St. Elizabeths Hospital has been in operation over 70 years; has been 
enlarged from its original capacity for 100 patients to accommodate the 
present patient population of more than 4000; has a personnel of over 1250 
employees, of whom a considerable number are fed in its cafeteria. Its 
original one kitchen was outgrown many years ago and others have been 
added, as increasing requirements demanded, until there are now nine large 
kitchens supervised by seven dietitians and employing 100 paid persons. 

Growth has been gradual over many years. At no time has the increment 
of requirement been large enough to justify great expenditure so that it 
was natural and necessary to add one kitchen after another as was done. 
Now, however, a situation has developed which merits serious consideration 
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with a view to at least reduce the number of kitchens and probably central- 
ize in one large kitchen suitably located with reference to storerooms and 
dining halls. 

This would have been impossible up to recent date because only within a 
few years has the conveyance of cooked food in insulated containers made 
it practicable to serve food satisfactorily from a distant kitchen. 

This would mean large expense and careful planning, but would be justi- 
fied, in the judgment of the medical advisers, by the saving in number of 
personnel, waste of food and food supplies, and avoidance of considerable 
expenditure on the present basis in repair of present kitchens, converting 
the present cafeteria and semipermanent kitchen into durable provision 
and necessary future extensions. 


MECHANICAL RESTRAINT 


We are able to answer definitely that no unnecessary mechanical restraint 
is used in this hospital. No patients under mechanical restraint were 
observed by the medical advisers during this survey, which covered the 
inspection of every room, dormitory, and ward occupied by patients. We are 
informed and believe that there are no strait-jackets or camisoles in the 
institution now and none has been in recent years. Belts and wristlets are 
rarely used in Howard Hall, where the character of the criminal insane 
occasionally requires such control. 

The rules of the hospital permit the use of restraint and seclusion only 
on written order of a physician, and this applies for a period of 24 hours or 
less. The order is preserved for record, and the supervisor’s daily report 
records all the facts pertaining to the case. 

Seclusion, we find, is used where conditions warrant it. This consists of 
confinement of a patient alone in a room with locked door for varying 
periods between the hours of 6 a. m. and 8 p. m. It is proper treatment for 
a restless, disturbed patient who is temporarily irritated by contact with 
others. This is also ordered only by a medical officer and is carefully and 
permanently recorded. 

Inquiry was also made into the subject of chemical restraint, and we 
find it used within reasonable limits and well safeguarded. A rule is in 
force and is observed requiring all prescriptions for hypnotics and narcotics 
by physicians to be countersigned by the clinical director of the service. 
The records are permanent and apparently complete. 

During the fiscal year ending June 30, 1925, there were only 35 instances 
of mechanical restraint and 21 of seclusion in 5027 patients under treatment; 
and for the fiscal year ending June 30, 1926, there were only 36 instances of 
restraint and 57 of seclusion in 5114 patients under treatment. 

Hence we believe the judgment is justified that there is not only no 
unnecessary mechanical restraint employed in this hospital, but so little 


restraint and seclusion are employed as to warrant the conclusion that con- 
stant effort is made to avoid its use. 
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I—440 j DEPARTMENT OF THE INTERIOR. 
St. Erizasetus Hosrirat. 
RESTRAINT AND SECLUSION ORDER. 


This order applies only to the 24 hours ending 12 NOON, ....++..+sscssseeeeneeeees IQevee 


REGULATIONS OF THE SUPERINTENDENT IN REGARD TO RESTRAINT AND SECLUSION. 


Restraint and seclusion is to be employed only in the presence of the physician order- 
ing it or on the signed order of a physician designating the form and setting forth the 
reasons for its use. During the time either restraint or seclusion is continued the nurse 
or attendant in charge must have this order to show as authority for its use. The orders 
shall be returned to the office each day by the supervisor and will there be filed. A full 
record shall be kept and the same incorporated in the supervisor’s daily report in accord- 
ance with the form therein prescribed. 

No order shall apply to a longer period than 24 hours. 

By “ mechanical restraint’’ is meant the use of wristlets, mittens, or muffs, sheets, 
towels, or canvas band for fastening to the chair or bed. No other appliances or appar- 
atus for restraint than mentioned are permitted. 

No patient in mechanical restraint shall be left unattended, and when such apparatus 
restricts a patient to bed or chair it shall be released frequently so as to permit change 
in position, exercise, and proper hygienic attention. 

By “seclusion” is meant confinement of patient alone in a room with locked door 


between the hours of 6 a. m. and 8 p. m. Every patient in seclusion shall be visited at 
least every hour. 


St. Et1zABETHS—A MopERN HospPITAL. 


The medical advisers are one in a positive affirmative answer to this 
part of your question. It is a modern hospital for the best treatment and 
care of those suffering from mental disease. It has several handicaps in 
old structures with inadequate sanitary equipment, is overcrowded to a 
degree which has disordered the classification of patients, and is hampered 
by antiquated laws of commitment; and yet the best modern methods of 


treatment and care prevail and are exceptionally well maintained every- 
where. 


RECOMMENDATIONS REGARDING COMMITMENT, 
DETENTION, AND DISCHARGE. 


The medical advisers have made careful inquiry into the provisions 
governing admission, detention, and discharge of persons who are or are 
alleged to be of unsound mind and whose condition requires admission to 
the hospital for care and treatment. 

The St. Elizabeths Hospital, under the supervision of the Department of 
the Interior, receives for care and treatment patients from many sources, 
which, however, may be classified into two main groups: 

(1) From the various branches of the federal service. 

(2) Civil cases from the District of Columbia. 
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It was ascertained that prior to the passage of the act of Congress of 
January 31, 18909 (30 Stats. L. 811), the trial of insane persons in the 
District of Columbia was governed by the act of Maryland of 1785, Chap- 
ter 72, Section 6. This act required a petition in the District of Columbia 
to a judge sitting in equity, the issue of a writ de lunatico inquirendo, and 
inquisition by a jury. 

By an act of Congress of January 31, 1899 (30 Stats. L. 811), provision 
was made whereby any responsible resident of the District could petition 
to the justice of the Supreme Judicial Court of the District of Columbia for 
admission to St. Elizabeths Hospital of a patient suffering from mental 
disease and could be heard and determined without an inquisition by jury. 

It is interesting to note that the validity of this act was upheld by 
Mr. Justice Barnard, of the Supreme Court of the District of Columbia, 
and a writ of habeas sued out upon the alleged invalidity was dismissed. 

By a subsequent act of Congress of February 23, 1905, the law governing 
admissions to St. Elizabeths Hospital again required adjudication by a 
jury, and this law as now in force provides for a jury trial and that the 
jury to be used in such cases should be impaneled by the marshal for the 
district upon order of the court from jurors in attendance upon the criminal 
courts or the police court of the district, with proviso that the court might 
direct a special jury to be summoned for the necessary inquisition. 

By an act of 1904 the apprehension and detention of insane persons in 
the District of Columbia was provided for which authorized the reception 
of a patient at St. Elizabeths Hospital for a period not exceeding 30 days 
pending his discharge or formal commitment. 

Inquiry by your medical advisers into present methods discloses inadequate 
provisions for the admission, detention, and discharge of patients. 

The method governing admission, which calls for an adjudication by a 
jury trial of civil cases as a prerequisite for treatment, is archaic and 
wholly out of accord with the modern handling of the problem of mental 
disorders. 

Probably no one factor gives rise to greater suspicion and misunderstand- 
ing regarding the administration of hospitals caring for the mentally sick 
than inadequate machinery dealing with the commitment, detention, and 
discharge of mental patients. 

The problem of mental disease is very definitely a public-health problem. 
In States where laws governing admissions to mental hospitals are recog- 
nized as of the highest standard provisions are made for admission in one 
of the following ways: 


(1) Voluntary admission. 

(2) Admission for temporary care. 

(3) Emergency admission for five days. 
(4) By regular commitment. 


(5) By commitment for observation for a definite period (probably 30 
days). 
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In addition to the above, in certain states provision is made for the 
apprehension of an individual alleged to be insane, and such person may 
be sent to a hospital by a judge pending the determination of his insanity. 

The routine commitment of a mental patient following the procedure in 
the District of Columbia in civil cases whereby the question of insanity is 
passed upon by jury trial is a practice that is wrong and loses sight of the 
fact that insanity is a mental illness. 

Every facility should be provided for the mentally sick to secure treatment 
as in a general hospital. No longer are mental hospitals regarded as insti- 
tutions for mere custodial care. 

(1) Of the greatest importance of the above methods of admission is 
that which permits of the voluntary admission to the hospital of patients 
suffering from mental disease who appreciate their condition and desire 
to cooperate in their treatment. In mental hospitals where provision exists 
for voluntary care experience has shown that an increasing number of such 
patients submit themselves for treatment. This is in accordance with 
the modern concept of early recognition and early treatment of mental 
disease—with the censequent improvement and recovery of greater num- 
bers returned to the community. No provision is made for the voluntary 
admission of a patient to St. Elizabeths Hospital, and, as a result, hospital 
care is not sought in many instances except as a last resort when the outlook 
for improvement and recovery is less favorable. 

The medical advisers are emphatic in their belief that provision should 
be made whereby the superintendent of St. Elizabeths Hospital may receive 
voluntarily and detain therein any person who is desirous of submitting 
himself to treatment and who makes written application therefor and is 
mentally competent to make the application. No such person should be 
detained more than three days after having given written notice of his 
intention or desire to leave the institution. 

(2) In addition to the measure providing for voluntary admission there 
should be provision whereby the superintendent, when requested by a com- 
missioner of the District of Columbia, by a physician, by a member of the 
United States Public Health Service, or by a police officer, may receive and 
care for in the institution as a patient for a specified period (probably 10 to 
15 days) any person needing immediate care and treatment because of 
mental derangement other than delirium tremens, drunkenness, or excessive 
use of narcotics. Such a request for admission should be in writing and filed 
at the institution. Any such patient deemed by the superintendent not . 
suitable for such care should be removed from the institution by the person 
requesting his reception. 

Under this form of admission the patient cannot be detained for care 
and treatment for a period longer than specified and must be discharged 
from the hospital or regularly committed by a judge or court. 

(3) Provision should be made also for an emergency admission upon the 
medical certificate of two physicians for a period of approximately five days 
of a patient who is violent or dangerous—but without a court order—and 
pending the determination of his mental disorder. 
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None of the above three forms of admission are provided for in St. Eliza- 
beths Hospital. Patients are admitted to the hospital for a period of 30 
days, and if it is found that treatment for a longer period is necessary the 
patient must be taken to a court and the question of insanity determined by 
jury trial. In brief, adjudication by a jury trial is now a prerequisite to 
treatment of civil cases at St. Elizabeths Hospital. 

(4) It is appreciated that manifestations of mental disorder often make 
necessary care and treatment against the will of the patient, and for this 
reason admission to a mental hospital must, in many instances, be sur- 
rounded by legal procedures which are unnecessary in the treatment of 
illness other than mental, in which the cooperation of the patient is readily 
secured. Such legal commitment to an institution should be provided for 
in a simple manner and should have only one purpose in view, namely, to 
safeguard the patient’s interest and to secure treatment during the period 
of his confinement. Where legal commitment is necessary the law should 
authorize commitment by a judge or court, either upon the medical certifi- 
cate of physicians properly qualified or on the medical certificate of com- 
missioners appointed for the purpose—and without a jury trial unless a 
jury trial is requested by the patient, his friends, relatives, or other properly 
constituted authority. 

Experience in states having this provision demonstrates the needlessness 
of adjudication by a jury in the great majority of cases committed by the 
court. In general, it is an unnecessary, and harsh procedure and should not 
be resorted to except when infringement of the rights of a patient is ques- 
tioned by the patient, his friends, relatives or others. Any procedure that 
makes difficult admission to a mental hospital or carries with it an impu- 
tation of criminal procedure at once defeats the purpose for which the 
hospital was established. 

(5) Still another form of admission to a mental hospital is that whereby 
the court, upon the certificate of physicians, may send a patient for a 
period of observation, usually 30 days. Before the expiration of the period 
designated, if the patient is found to be not insane, he is discharged by the 
superintendent, or, if he is insane, a report is made to the judge who com- 
mitted him, with the recommendation that he be committed as an insane 
person or discharged to the care of his guardian, relatives, or friends if he 
is harmless and can be properly cared for by them. 

The lack of adequate provisions in the law governing admissions to St. 
Elizabeths Hospital has long been recognized by the hospital authorities. 
The superintendent has frequently called attention in his annual report to 
the need of remedial legislation which would place this hospital in an 
advanced position—making possible care and treatment of the mentally 
sick at the earliest possible moment and with the least possible difficulty 
associated therewith. Bills have been introduced into Congress to effect the 
necessary changes, but have failed of passage. 

It is inconceivable that a mental hospital such as St. Elizabeths, main- 
tained by the United States Government and having a standard of care 
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surpassed by none, should have its facilities available only for patients whose 
mental disorder has progressed so far that adjudication as insane by a 
jury is necessary. 

Provision should be made whereby patients admitted to St. Elizabeths 
can be treated from the first symptom of the mental disorder rather than 
when the disease is apparent to everyone. 

Your medical advisers ascertained that a patient can be discharged from 
St. Elizabeths Hospital only when “ recovered,” there being no provision 
authorizing the release on a trial visit for a specified period of time. 

In many states where there are adequate measures governing the question 
of release an unrecovered patient may be released by the superintendent or 
other constituted authority on a trial visit, and at the end of such period, 
if further treatment is unnecessary, is formally discharged and entitled to 
a restoration of his civil rights unless a guardian has been appointed. In 
brief, a patient committed by a court as insane loses his civil rights until 
such time as the patient is discharged under the commitment. Your medical 
advisers recommend that measures be provided whereby the superintendent 
may release from St. Elizabeths Hospital a patient on a trial visit for a 
specified period and that the patient may be returned to the hospital before 
the time limit has expired or may be discharged therefrom at the expiration 
of the period of trial visit, and that escaped patients may also be discharged 
from escape after a like period of absence. 

In formulating its conclusions the medical advisers are emphatic in their 
belief that those who draft remedial legislation should keep constantly in 
mind that the best interests of the patient should always be considered. It 
cannot be emphasized too strongly that the proper attitude toward mental 
disease should differ in no respect from the attitude maintained by intelli- 
gent people toward all forms of sickness. 

It is equally important to remember that only a small portion of those 
who are mentally sick and in need of treatment are dangerous, and that 
adjudication by a jury, where provided for but not required, is practically 
never made use of. 

The medical advisers have felt that they should only suggest the line of 
remedial legislation to follow and leave to others the actual drafting of new 
legislation. 

The immediate object to be attained is the removal of the necessity for 
routine adjudication by a jury. 

Court proceedings associated with trial by a jury for commitment as 
insane are resented by friends and relatives of patients who dislike going 
to court and having a part in a trial similar to that for a criminal. 

Any individual or group charged with the elaboration of the legal ma- 
chinery dealing with commitment to St. Elizabeths Hospital should study 
carefully the recent report of the Royal Commission on Lunacy for England, 
who went into this matter exhaustively. 

To quote from their report: To overemphasize the legal aspect of the 
treatment of mental disease would, in our view, only tend to perpetuate the 
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idea of imprisonment with which insanity has too long been associated and 
to increase its differentiation from other illnesses. The sound view, in our 
opinion, is that the inevitable intervention of the law in dealing with cases 
of mental illness should extend no further than is necessary to insure— 
(1) That no mental patient’s liberty is infringed longer or to a greater 
extent than his symptoms necessitate in his own or the public interest; 
(2) that advantage is not taken of his disabilities to neglect or ill-treat him; 
and (3) that he receives proper treatment for his ailment. 

A summary of the principal recommendations of the royal commission 
relating to commitment is as follows: (1) The lunacy code should be 
recast so that the treatment of mental disorder should approximate as 
nearly to the treatment of physical ailments as is consistent with the special 
safeguards indispensable when the liberty of the subject is infringed. 
Certification should be the last resort and not a necessary preliminary to 
treatment. The procedure for certification should be simplified, made 
uniform for private and rate-aided cases alike, and dissociated from the 
poor law. (2) Facilities for the treatment of voluntary boarders should 
be increased, particularly by their admission to public psychopathic hospitals. 
(3) In the case of an involuntary patient, if there is a prognosis of early 
recovery, facilities should be provided for treatment without certification 
for a period of from one to six months under a provisional treatment order. 
(4) Involuntary patients requiring full certification should be the subject 
of a reception order made by a judicial authority on two medical certificates. 

The existing law governing admission of the civil cases specifically relates 
to indigent persons or individuals with homicidal or dangerous tendencies. 

The medical advisers urgently recommend that in the future no such dis- 
tinction be made in the classes of mentally sick patients. 

The medical advisers recognize the confusion resulting from the admis- 
sion to St. Elizabeths Hospital of mentally sick patients from the various 
branches of the federal service who, following discharge from the service 
or expiration of enlistment, are in need of further care and treatment. 

It is recommended that the status of these patients be definitely deter- 
mined, as would be, under the suggested changes in the provisions for com- 
mitment urged by the medical advisers. 

The medical advisers are of the opinion and recommend that there should 
be provision made by the Secretary of the Interior whereby certain func- 
tions of St. Elizabeths Hospital are routinely inquired into and checked. 
This work should be carried on by a physician who is a psychiatrist, who 
shall act as a liaison officer between St. Elizabeths Hospital, the board of 
visitors, and the Secretary of the Interior. 

Such an officer shall ascertain by examination and inquiry whether com- 
mitments are made according to law and whether the laws relative to 
persons in custody and control in the hospital are properly observed. This 
officer shall investigate the question of insanity and condition of any person 
who is an inmate. 
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The medical advisers, in brief, recommend that changes in the provisions 
governing admission, detention, and discharge of patients be secured which 
recognize insanity as a sickness and insure treatment of the individual on 
that basis. 

Voluntary admission should be provided for and commitment through 
adjudication by jury trial after the manner of a criminal no longer required 
unless demanded by the patient or family. 

The existing method governing admission is archaic, harsh, ana unneces- 
sary, distressing alike to patient and relatives, and seriously interferes with 
the usefulness of the hospital in the care and treatment of the patient. Its 
continued use cannot be too strongly criticized. 

The medical advisers urge, as of great importance, prompt consideration 
of measures making treatment of mental disorders at St. Elizabeths as 
readily and easily available as treatment of physical sickness is secured in 
the general hospital. 

No evidence whatsoever was found, as a result of our investigation, to 
indicate that patients are retained under treatment longer than necessary. 
This is an erroneous impression commonly entertained regarding mental 
hospitals. 

Public hospitals caring for mental patients generally throughout the 
country suffer from varying degrees of overcrowding. If there are no other 
reasons, this fact alone makes it imperative that the efforts of the superin- 
tendent and medical staff be directed to the early release of patients, when 
improved, and frequently patients are allowed to leave the institution on 
trial visit when a longer period of hospital treatment might be indicated. 

The belief that patients are detained unnecessarily long is at distinct 
variance with the facts and practice in every public hospital caring for the 
mentally sick known to the medical advisers. 

In conclusion, the medical advisers are agreed: 

(1) That St. Elizabeths Hospital is not excelled by any hospital known 
to us in competency of its medical and nursing staffs; in completeness of 
provision for medical and surgical treatment of physical illness of patients ; 
in specialized study of difficult and doubtful mental conditions; in interest 
and earnestness of effort in medical research; in the use of measures of 
prevention and cure of mental illness; in dissemination of the results of its 
research and experience through numerous publications for the benefit of 
the public and the medical profession; and, finally, in utilizing exceptional 
educational facilities in training physicians, nurses, and welfare workers 
for service in state hospitals and community. These results have been 
achieved under the inspiration and direction of the present medical superin- 
tendent and have made, in all these respects, St. Elizabeths Hospital pre- 
eminently a modern hospital for the scientific treatment and humane care 
of mental patients. 

(2) That serious overcrowding of the untidy and excitable classes of 
patients exists, especially in old buildings erected 40 or more years ago. In 
these there is great deficiency of toilets and bathing facilities and floors are 
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insanitary. Good sanitation is impossible under these conditions. Otherwise, 
housing of patients and sanitation in permanent buildings are good. 

(3) That mechanical restraint of patients is rare and always carefully 
supervised by a physician. 

(4) That food is abundant, wholesome, and palatable. 

(5) That laws relating to admission of patients from the District of 
Columbia are very defective and antiquated. 

They prohibit hospital treatment of such patients beyond 30 days without 
adjudication as insane by a jury trial and deprive them of all civil rights 
after discharge from the hospital. These can be restored only by judicial 
action, which may require a jury trial. 

Recommendations are made for correcting this situation. 

(6) That the United States Government has a profound obligation and, 
we believe, a rare opportunity at this time not only to improve conditions 
described in this report but to establish high standards in this important field 
of human welfare as an example for emulation by the different states of the 
Union. 

It should be noted that the United States Government is directly responsi- 
ble for the treatment of some 20,000 mental patients; that in the whole 
country some 300,000 mental patients are supported largely at public expense 
in institutions ; that more than 75,000 new patients are added to this number 
each year; that public expenditure in their behalf runs high into the 
millions of dollars; that New York State alone in 1925 spent almost 
$20,000,000 in support and construction of hospitals for the insane, and 
Massachusetts in the same year for a similar purpose spent 15 per cent of 
all state expenses. 

The magnitude and humane importance of this matter warrant the same 
attitude of the Federal Government toward it as was long ago assumed in 
agriculture and other departments, in active research to add new knowledge 
and persistent endeavor to improve old methods and test out new methods 
with a view to benefit all the states and the general public. These ends could 
be served in no better way than in the development of St. Elizabeths Hos- 
pital along the path in which she has already proceeded a long distance as a 
center of research in psychiatry and a training school for the physician, 
nurse, and welfare worker for service in state hospitals and community. 
This would render the largest service and meet the greatest need today in 
the field of mental medicine. 


RECOM MENDATIONS. 

The medical advisers unanimously recommend— 

(1) That, inasmuch as mentally sick patients should have the opportunity 
to secure treatment at St. Elizabeths Hospital in same manner as patients 
suffering from physical illness enter a general hospital for treatment, pro- 
vision by law should be made for the following forms of admission without 
court procedure: 

1. Voluntary admission. 

2. Temporary care. 

3. Emergency admission. 
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Where the mental condition of a patient does not permit of cooperation 
and hospital treatment is necessary against his will commitment by court 
procedure should be provided in one of the following ways: Indefinite com- 
mitment without adjudication by jury trial unless requested by the patient 
or family; commitment for observation pending determination of insanity. 

Provision authorizing release on trial visit of unmrecovered patients and 
discharge at end of specified period. 

Creating by regulation of a liaison officer with specified duties requiring 
inquiry into regularity of admission and commitments to St. Elizabeths 
Hospital and investigation of the question of insanity and condition of any 
patient. 

(2) That immediate provision be made for 1500 patients, of which relief 
from overcrowding requires 500 beds; replacement of temporary buildings 
erected in war time 500 more and assured increase of insane the remain- 
ing 500. 

In carrying out this recommendation a careful plan of development of 
St. Elizabeths Hospital should be prepared which would meet both present 
and future needs. 

Its requirements would be—(1) A new medical and surgical hospital of 
150 beds; (2) a new reception hospital for 300 men and 200 women; 
(3) better general classification of patients providing suitable separation of 
classes in proper relation to each other, namely (a) untidy and feeble 
patients, (b) excitable patients, (c) patients capable of training in useful 
occupations, (d) farm colony at Godding Croft; (4) centralization of 
kitchens and storerooms. 

Respectfully submitted, 
OweEN Copp. 
ARTHUR H. RUGGLEs. 
H. W. MitcHet. 
Geo. M. 


S. E. Smiru. 
WasHINGTON, November 20, 1926. 
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Tue Attacks Upon St. ELizapetus HospitAL, WASHINGTON, 
AND Its ADMINISTRATION.—As long ago as December, 1925, Mr. 
Blanton, a Representative in Congress from the State of Texas, 
made on the floor of the House some charges against the adminis- 
tration of St. Elizabeths Hospital. 

These charges primarily grew out of certain inquiries which he 
had made concerning one of the Commissioners of the District of 
Columbia, Mr. Frederick A. Fenning, who was charged by this 
representative with profiting by reason of being appointed guardian 
or committee of persons alleged to be of unsound mind and confined 
in St. Elizabeths Hospital, many of them veterans of the World 
War. 

Eventually these charges were heard by the Judiciary Committee, 
there being thirty-four charges of impeachment brought against 
the commissioner. That committee reported after hearing all the 
evidence produced by the representative from Texas, finding that 
there was no evidence to prove any of the charges and further that 
the commissioner was not, by reason of the office he held, a civil 
officer of the United States and not therefore subject to impeach- 
ment. 

During the examinations of Commissioner Fenning before a sub- 
committee of the Committee of Congress for the District of Colum- 
bia, and before the Veterans’ Committee, the representative from 
Texas charged that there was a conspiracy between Dr. William A. 
White, Medical Superintendent of St. Elizabeths Hospital, and 
Commissioner Fenning to gain profit from the veterans of the war 
and to keep sane ex-soldiers in the hospital in order to profit from 
the management of their estates. 

During all these inquiries and examinations the representative 
from Texas appeared as prosecutor and upon reading accounts of 
some of the hearings one is almost tempted to say persecutor. 

At the committee hearings and upon the floor of the House the 
most sensational charges were made, to the proof of which not one 
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iota of evidence has been adduced which would be accepted in any 
hearing in court. 


When the District appropriation bill was under consideration in 
March, 1926, the representative from Texas moved to strike out 
the appropriation for St. Elizabeths Hospital and in support of his 
motion debated at length the affairs of St. Elizabeths Hospital. 

The denunciations of Dr. White and others connected with St. 
Elizabeths became so serious and insistent and so reckless the state- 


ments and charges that one of the representatives from Massachu- 
setts finally said: 


There is too much taking advantage of the immunity which this floor 
guarantees to make statements against the character of any citizen of the 
United States... .. And if there is not a rule in Congress which will 
prevent that thing, there ought to be. I have been tempted this morning to 
raise a point of order at some of the remarks which have been made. I think 
that it is the enthusiasm—or maybe the emotion—of the gentleman from 
Texas that carries him so far, but I want to assure him that the members 
of Congress are not all imbeciles and they can get the information they 
need without the necessity of bringing in here or dragging in here a man’s 
reputation and assassinating his character... .. I am trying to bring to the 
attention of the gentleman from Texas and incidentally to the rest of the 
members of the House, the unfair and unjust methods of the gentleman 
from Texas in presenting his case. No matter how enthusiastic he may be, 
no matter how stirred he may be by his emotions there is no justification 
for making an attack, as he made this morning, on a man who is not present 
to defend himself. 


These reproofs had no effect and a month or so later another 
representative from Massachusetts took the floor in an appeal for 
fair dealing and honest statements. He said: 


I want to lay before the House one typical instance of what has deceived 
the House and what has blinded the people. 

I will take up the story as briefly as I may, for my time is limited, to 
tell you that a clerk in one of the bureaus went into an undertaker’s estab- 
lishment and saw a body on which an autopsy had been performed; later 
he saw another body on which an autopsy also had been performed. 
Somebody told him it was the body of a veteran. In cross-examination 
before our committee he was compelled to disclose that he did not know 
either body was that of a veteran. He confessed that while on oath he had 
misinformed another committee in this particular. If not guilty of the crime 
of perjury, he was at least guilty of falsification or deceit. The original 
charge had been spread in the newspapers, but, as far as I have observed, 
not one line was printed in the newspapers disclosing the fact that this 
man was a falsifier, or at least a deceiver. 


oo - 
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Let us go on with the story that shows how scandal grows. 

A few days later the gentleman from Texas rose on the floor of this 
House and said: 

“Mr. Blanton. I wonder if the gentleman from South Dakota [Mr. 
Johnson] knows, and do you know, that when a veteran dies in St. 
Elizabeths Hospital the doctors there cut him up? One died some time 
ago, the case I have in mind, where they split his head wide open, and 
the undertaker refused to accept him for embalming—said he could not 
embalm a body like that.” 

Whereupon there came before our committee the undertaker in question, 
a decent appearing man of seeming trustworthiness, who said: 

“TI am here of my own accord, without suggestion from anyone, to 
correct a statement which appeared in last Friday morning’s Post to the 
effect that bodies at St. Elizabeths Hospital were in such mutilated condition 
after they had finished with them that I refused to accept them to prepare 
them for burial. I simply come before your committee to say that statement 
is not correct. I have never made any such statement as that, and, being 
an ex-service man myself, I do not think I would give such a statement as 
that to the public to further break the hearts of the loved ones that these 
men have left behind.” 

Now, see how the vile odor of scandal spreads. In the report of a meeting 
of an American Legion post printed in the Washington Post yesterday 
morning was this paragraph: 

“ Bodies of shell-shocked veterans who died at St. Elizabeths Hospital 
have been sold to Howard University for scientific experiment, the Texan 
charged, and he pledged himself to put a stop to the practice.” 

A credulous clerk believed an autopsy had been performed on the body 
of a veteran. Somewhere between the shop of the undertaker and the floor 
of the House, passing through the office of the gentleman from Texas, the 
story was elaborated into one of dreadful mutilation that would outrage 
the sensibilities of any right-minded man. Other members of the House 
began to use the word “ horrible.” Next the gentleman from Texas makes a 
speech containing something that a reporter misunderstands, which he 
distorts into a diabolically ingenious implication, meant to plant in the mind 
the impression that the bodies of white veterans are sold for the purposes of 
dissection by colored medical students. The responsibility of the gentleman 
from Texas lies in the fact that he gave ready ear to the hallucinations of a 
morbid busybody and spread before the world a slander that he should 
have known was preposterous, thus furnishing the foundation on which 
another troublemaker built a still more incredible tale. All the resultant 
distress brought by this wretched mushroom of calumny to the relatives of 
the mentally ill now in hospitals or who have died there would have been 
saved if the gentleman from Texas had taken the time to make even a 
hasty inquiry by telephone. He would have found that no autopsy is ever 
performed on the body of a veteran who dies at St. Elizabeths before con- 
sent is secured from parents, other relatives or the guardian. And he 
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would have found that the body of every veteran is buried at Arlington, 
unless those who have the right to request wish otherwise. 

So the story grew and spread over all the land. What is the result? 
You find it in St. Elizabeths Hospital; the morale distressingly damaged. 
You find it in Walter Reed Hospital, where thousands of invalid veterans 
are disquieted by the lamentable tale. You find it in the posts of the Ameri- 
can Legion and the Disabled Veterans and the veterans of all wars, who 
are wondering whether the wards of the nation are safe in the hands of 
those now intrusted with the solemn duty of their care. 

The responsibility lies with the man who without inquiry, without satisfy- 
ing himself that some wild delusion of a disordered brain had even a foun- 
dation of truth, spread before the House and before the country charges 
outrageous in their nature, beyond belief, based upon statements now proved 
to have been false. [Applause.] 

Justice to the gentleman from Texas calls upon me to say that in the 
instance where he was so shamefully misquoted he tells us that what he really 
said was that doctors lecturing before medical schools exhibit men brought 
with them from insane hospitals. It does not lie in his mouth to criticize 
such a practice, even if it exists, when he himself secured the attendance of 
two mentally ill men before one of our committees, against the protest of the 
doctors who had these men in charge, and exposed these men to the humilia- 
tion of appearance before a throng of avid, morbid spectators, who sought 
to have their tainted appetites whetted by an appeal to passion and to 
prejudice. fApplause.] 

Nothing of that sort, I am sure, will be allowed in the Committee on 
the Judiciary. That committee, composed wholly of lawyers, coming to this 
matter fresh and without prejudice, may be trusted to refuse to listen to 
hearsay and opinion testimony. Into its presence no insane men will be 
brought from the hospital and exhibited. There will be none of those ex- 
traordinary things that have been going on in the House Office Building, vio- 
lating every canon of decency and fair play. Because this committee will seek 
only to find out the truth, the whole truth, and nothing but the truth, I 
desire it to have the opportunity to tell the country if these charges were 
false. I am sure the reputation of every citizen will be safe in its hands. 
Character will not be garrulously and illegitimately attacked. The rights of 
the man who is charged with offense will be protected. Whether he be guilty 
or innocent, the committee will give him simple, seven-handed justice. 
And the truth will be at last spread before the people. 


In the Congressional Record for December 15, 1926, there is a 
report of the remarks of the gentleman from Texas which indicates 
that he is not only in his own estimation a law-giver, an ex-judge, 
but also an expert in mental disorders. 

He says: “ I talked to an admiral out there in this insane asylum 
[St. Elizabeths Hospital] who is just as intelligent as any man in 
this House, put there because he interfered with his wife’s social 
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standing.”” We presume that by “ intelligent as any man in this 
House,” he means just as sane. Now comparisons, we are told, are 
odious ; sometimes, however, they have a value. In this instance 
the representative from Texas has done what science thus far has 
been unable to do. He has established and published a standard for 
sanity. 

Hitherto psychiatrists have had no universal standard, they have 
been compelled to judge each case by itself, to determine whether 
the patient’s deviation from his usual and ordinary methods of 
feeling, thinking and acting were of such a nature as to justify a 
diagnosis of mental disorder. 

Now all that will be necessary will be to ask the kind assistance 
of any member of the House, to test his intelligence, and compare 
it with the intelligence of the patient under examination. Like the 
standards of length, weight and capacity, to which all yard sticks, 
weights and measures must conform, we have at last a standard of 
intelligence—of the sane normal mind! 

To show that Dr. White is an incompetent psychiatrist, a man 
whose judgment is not worth trusting our Texan Representative 
summons to the bar of the House the testimony of some Virginia 
judges, who differed from Dr. White’s diagnosis in a certain case ; 
one of whom, with true judicial poise, is reported to have said, “ ] 
would not give any credence to what you { Dr. White] say in this 


” 


case. 


With all due respect to the courts and those who preside over 
them—we have never looked upon judges as other than fallible. 
Hence our courts of appeal—always crowded with cases. 

With every psychiatrist we have had occasion to marvel at times 
at the decisions of judges in mental cases, and the flimsy character 
of the evidence upon which they based important and sometimes 
far-reaching rulings. 

We know of one judge who delighted in acting as his own expert, 
who upon a writ of habeas corpus peremptorily, after hearing 
only the statement of the patient, discharged him from custody ; 
though the sworn return to the writ stated that the patient was 
suicidal—within a few hours after leaving the courtroom, the patient 
killed himself—never thereafter would this judge hear a case involv- 
ing the question of mental unsoundness. 
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We could cite dozens of similar assumptions of superior knowl- 
edge on the part of judicial officers concerning mental disorders or 
defect, the final issue of which were fortunately not as serious as 
in the one cited, but proved conclusively the error of the decisions. 

But why prolong the story? 

After St. Elizabeths Hospital had been subject to investigations 
or inquiries : First, by a sub-committee of the House Committee on 
the District of Columbia; second, by the Committee of the House 
on World War Veterans; third, by the Judiciary Committee of 
the House; fourth, by investigators from the General Accounting 
Office ; and fifth, by representatives of the Veterans’ Bureau; the 
Secretary of the Interior, Dr. Hubert Work, of Colorado, invited on 
September 1, 1926, five well-known and highly competent psychia- 
trists from Massachusetts, Rhode Island, Pennsylvania (2) and 
Indiana to make a thorough study of St. Elizabeths Hospital, which 
was under the control and direction of his department, and report 
to him. 

This report, a most able document, the record of the results of 
two weeks and more thorough investigation and study, we are happy 
in being able to publish in this issue of the JouRNAL. To it and 
its conclusions and recommendations we invite, nay urge, the careful 
scrutiny of our readers. 

There are four appendices to this report which lack of space pre- 
vents our publishing. 

They show first the consulting and resident staff of the hospital, 
with a medical biography of each member of the resident staff giving 
year and place of birth, places of education, degrees received, posi- 
tions held, and publications ; second, a list of psychopathological 
researches under way at the hospital in September, 1926, eighteen 
in number with tentative plans for further research work ; third, a 
list of pathological research problems being conducted, twenty-two 
in number ; and fourth, the number of scientific publications from 
St. Elizabeths Hospital in the years 1921-1925 inclusive. These 
comprise 14 books and 121 articles contributed to various scientific 
periodicals. 

What other institution doing similar work has approached any- 
where near this phenomenal activity? What an argument standing 
alone, for the most generous governmental support of the hospital ! 
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The representative from Texas refers (Congressional Record 
page 508, Dec. 15, 1926) to the various committees and other 


agencies which have been busy investigating St. Elizabeths Hospital 
and then says: 


Notwithstanding all this, the Secretary of the Interior was not satisfied. 
Without any authority of law he appointed his hand-picked committee and 


all of us who were posted knew before hand that their report would be a 
white wash. 


He not only impugns the honesty of the Secretary of the Interior, 
but also of five gentlemen than whom none in the profession are 
better qualified for the task Dr. Work outlined, and whose honesty 
and sincerity of purpose none have dared to question until that 
question is made by a man who knows nothing of any of them, and 
who makes his inuendoes behind the barrier which protects a Con- 
gressman from the consequences of any reckless and demagogic 
statement he may make within the portals of the congressional halls. 

Dr. Work, the Secretary of the Interior, was at one time the 
director of a hospital for mental disorders in Colorado, and hence 
the representative from Texas believes “ has a bias in favor of all 
superintendents ” of hospitals. 

This representative then goes on to elaborate his theory. He 
says “ here is an interlocking directorate :” 


Dr. Hubert Work, himself founded and run [sic] in the past the Wood- 
croft Hospital for Mental and Nervous Diseases, Colorado. Dr. William 
Alanson White, superintendent of St. Elizabeths Hospital is a member of 
both The American Psychiatric Association and the National Committee for 
Mental Hygiene. Both of these organizations are interlocking and affiliated 


societies. 

In proof of this last statement the representative from Texas 
refers to the July, 1926, issue of Mental Hygiene, page 661. 

Now a perusal of the page cited reveals the fact that on April 
28, 1926, a conference was called by the Director of the Census, of 
representatives of various organizations actively interested in the 
compilation of statistics relating to crime and insanity. It is further 
revealed that the conference was attended by the President of the 
American Prison Association and Commissioner of Correction of 
Massachusetts ; the General Secretary of the American Prison Asso- 
ciation and the N. Y. State Prison Association ; the Chairman of 
the Committee on Records and Statistics of the American Institute 
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of Criminal Law and Criminology, and the Director of this com- 
mittee, the Statistician of the Pennsylvania State Department of 
Welfare ; the Consultant in Delinquency and Penology of the Rus- 
sell Sage Foundation ; the Statistician of the N. Y. State Hospital 
Commission, representing also the American Psychiatric Associa- 
tion and the American Statistical Association ; the Medical Director 
and Assistant Medical Director of the National Committee for 
Mental Hygiene. There were three representatives of the Census 
Bureau, the Director, the Assistant Director and the Chief Statis- 
tician for Population. 

On the following pages (662, 663, 664) it is shown that The 
American Psychiatric Association, the American Statistical Asso- 
ciation, the American Institute of Criminal Law and Criminology, 
the American Prison Association and the National Committee for 
Mental Hygiene and other national organizations have already gone 
on record in favor of annual institutional records of a uniform 
type and further it is stated that through the efforts of The Ameri- 
can Psychiatric Association and the National Committee for Mental 
Hygiene there has been established in the past nine years a uniform 
system of statistics for state hospitals for mental disorders, to 
which system a large number of hospitals are now conforming. This 
much for the interlocking directorate and organizations. 

Dr. White is, we believe, a member of the Institute of Criminal 
Law and Criminology, as well as of the American Psychiatric Asso- 
ciation and the National Committee for Mental Hygiene, as well as 
several other medical societies. We wonder if the representative 
from Texas sees anything in that which suggests further interlock- 
ing or any menace to the liberties of the people. 

The representative from Texas says of the members of the com- 
mittee of advisers selected by Dr. Work. 


Work’s committee members are affiliated with White in the following way : 

George Milton Kline is a member of The American Psychiatric Association 
and of the Massachusetts Society for Mental Hygiene and of the National 
Committee for Mental Hygiene. 

Arthur Hillier Ruggles is a member of the Rhode Island Society for 
Mental Hygiene and of the National Committee for Mental Hygiene. 

Dr. Owen Copp, now of Pennsylvania Hospital for Mental and Nervous 


Diseases was formerly of Taunton (Mass.) Insane Hospital, and a member 
of The American Psychiatric Association. 


] 


1927 | NOTES AND COMMENT 587 


Dr. William Logie Russell, of Bloomingdale, N. Y., (sic) appointed but 
could not serve is a member of The American Psychiatric Association, and 
the National Committee for Mental Hygiene. 

Dr. Samuel Edwin Smith, psychiatrist, now of Provost of Indian Univer- 
sity, has been connected with the Northern Indiana Hospital, Logansport, the 
Eastern Indiana Hospital, Richmond and he planned and supervised the 
Eastern Indiana Hospital at Madison. 


The assistant to Dr. Smith, in the University of Indiana, Charles P 
Emerson is president of the National Committee for Mental Hygiene. 

The name of Dr. Harry W. Mitchell, Medical Superintendent of 
the Warren State Hospital, Warren, Penna., is omitted from this 
enumeration, though a member of the committee selected by Secre- 
tary Work. Dr. Mitchell is a member and ex-president of The 
American Psychiatric Association, a member of the National 
Committee for Mental Hygiene, and of numerous other learned 
societies. 

If the whole method pursued in these charges and investigation 
by the committee of which the representative from Texas is a mem- 
ber were not so biased and unfair, one might be amused. Pursuing 
the plan of an attorney who has a weak case the Texan representa- 
tive proceeds to befog the issue with irrelevant matter and to abuse 
and attempt to belittle the evidence of those who take a view opposite 
to the one he professes to hold. 

Upon what ground, and with what evidence to support his con- 
tention does he pretend to question bona fides of Drs. Kline, Copp, 
Ruggles, Smith and Mitchell or the correctness of their findings? 
None at all, except that they are men engaged in the care and 
treatment of the mentally disordered and the conduct of hospitals 
for such persons, and are members of societies or associations 
formed for the purpose of exchanging views and experiences in hos- 
pital work, of studying the causes, and best methods of treatment 
of mental disorders, and of doing all things possible to improve the 
care and above all the prevention of these conditions, and that the 
head of the St. Elizabeths Hospital, Dr. White, is engaged in the 
same work and a member of the same societies, and the Secretary of 
the Interior once was the medical director of a hospital for 
mental and nervous maladies and is a member of the American 
Psychiatric Association. He continues his wholly unethical remarks 
by saying: “ Dr. White knew he was to be investigated. He knew 
when, where and how to prepare for it.” To part of this we can 
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agree. He knew when, where and how to prepare for investigation, 
and he began that preparation October 1, 1903, and has kept steadily 
at it for more than twenty-three years. 

If the representative thinks Dr. White or any other superinten- 
dent of any other hospital could in a month or six months prepare 
for an investigation such as was made by the thoroughly qualified 
men who made it for Secretary Work, he has a very limited com- 
prehension of the conduct of a hospital. If it is not always pre- 
pared for an investigation a hospital can only be prepared by a 
thorough reorganization, a matter of months of labor and planning. 

The representative from Texas speaks of Dr. Russell, of the 
Bloomingdale Hospital, White Plains, N. Y., who he says was ap- 
pointed on the committee by Secretary Work, but could not serve. 

Let us see what Dr. Russell thought of St. Elizabeths Hospital 
in 1925, before any investigation was suggested. 

A few years ago The American Psychiatric Association appointed 
a Committee on Standards and Policies. One of the purposes out- 
lined in the appointment of this committee was the formulation of 
a minimum standard, to which hospitals desiring the approval of the 
association must conform. This was in line with what had been 
done by the Council on Medical Education and Hospitals of the 
American Medical Association and the American College of Sur- 
geons to the manifest improvement of many general hospitals. The 
American Sanatorium Association has undertaken a similar work 
among tuberculosis hospitals and sanatoria. 

This committee of which Dr. Russell was chairman, after pro- 
longed study of the whole situation and of what had been accom- 
plished by other organizations in similar fields made its first report 
at the eightieth annual meeting of The American Psychiatric Asso- 
ciation at Atlantic City, June, 1924. (See AMERICAN JOURNAL 
oF Psycuiatry, Oct. 1924, page 385.) 

At the eighty-first annual meeting held in Richmond, Va., May, 
1925, the committee reported in detail and presented a standard of 
hospital equipment, personnel, methods, etc., applicable to district, 
state and county hospitals for mental disorders. (See AMERICAN 
JouRNAL oF PsycutatrRY, Oct., 1925, page 300. ) 

In the introductory or preliminary paragraphs of its report the 
committee went into some detail as to its work. Among other things 
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it had sent out a questionnaire to some 186 institutions. From these 
replies were received from institutions in 30 states and four 
Canadian provinces in time to be summarized. Among the states 
from which replies were received was Texas. 

The committee reported that none of the hospitals heard from 
reported standards that were in all particulars up to the tentative 
schedule reported in 1924. In a few instances the standards were, 
in some particular, superior to those proposed. 

The committee then says: 

The splendid example set by the Government Hospital at Washington 
[St. Elizabeths] with its adequate per capita expenditure, its proportion of 
physicians to patients of I to 133, its proportion of nurses of .I to 6.5 patients, 
its well-organized services and treatment departments, its fine laboratories, 
and its library of 11,000 volumes should arouse the emulation of every state, 
and be a source of pride that we may all share in without envy. (Italics ours) 

This report is signed by Dr. William L. Russell, Medical Super- 
intendent of the Bloomingdale Hospital, White Plains, N. Y.; Dr. 
Wm. M. English, Medical Superintendent Ontario Hospital, Ham- 
ilton, Ontario, Canada; Dr. George H. Kirby, Director of the 
Psychiatric Institute of the N. Y. State Hospitals, Wards Island, 
New York, Professor of Psychiatry in the Medical School of Cor- 
nell University ; Dr. C. Macfie Campbell, Director Boston Psycho- 
pathic Hospital, Professor of Psychiatry in the Medical School of 
Harvard University; and Dr. Samuel T. Orton, Professor of 
Psychiatry and Director of the Psychopathic Hospital, State Uni- 
versity, lowa City, Iowa. 

Each of these gentlemen was thoroughly familiar with St. Eliza- 
beths Hospital, its work, and its contributions to the science and 
art of medicine. 

Certainly the representative from Texas cannot, even with the 
greatest stretch of imagination say that this encomium of St. 
Elizabeths Hospital, and incidentally its Superintendent Dr. White. 
was biased or made as a whitewashing report. 

Here were a group of gentlemen of the highest standing, selected 
because of their peculiar fitness to the task of formulating a stand- 
ard of minimum requirements for our public hospitals for mental 
disorders ; solely occupied by and interested in a scheme looking to 
an improvement in the care and treatment of mental disorders and 
the scientific study of everything which could lead to better methods 
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and better results who select the St. Elizabeths Hospital as “a 
source of pride and encouragement that we may all share in without 
envy.” 

This report was made before a body of men better qualified than 
any other to appreciate its importance, to weigh its statements and 
conclusions and from an audience of over 200 members and nearly 
as many guests it met a hearty approval. 

We commend the whole report to the careful study of the rep- 
resentative from Texas. 

We wonder if it could by any possibility occur to him that one, 
possibly the main reason which prevented Dr. Russell from acced- 
ing to Secretary Work’s request to become one of the advisory 
committee to examine St. Elizabeths, was that he had already with 
another committee, in a public report, spoken most favorably of St. 
Elizabeths Hospital and the work there done and was therefore apt 
to be biased in any future judgment he might attempt to form. 

There are certain fine distinctions in ethics which are not always 
recognized and in this instance he no doubt overlooked the possi- 
bility of such a situation. 

He appears to have been at some pains to look up the record of 
Secretary Work, of four of the five gentlemen who investigated 
St. Elizabeths Hospital and of Dr. Russell who did not serve. 

He does not appear to have discovered that Dr. Kline is the Presi- 
dent of The American Psychiatric Association, has been a hospital 
superintendent and is now the Commissioner of the Massachusetts 
Department of Mental Diseases, having to do with the inspection 
and regulation of the many institutions for mental disorders in that 
state, a position which would seem, to an unprejudiced mind, to 
eminently qualify him as an adviser to Secretary Work, and an 
investigator of St. Elizabeths Hospital. He failed to note that Dr. 
Ruggles is the Medical Superintendent of the Butler Hospital 
Providence, R. I., the chairman of the Executive Committee of 
the National Committee for Mental Hygiene, a member of The 
American Psychiatric Association, and that he had recently been 
engaged in establishing the department of psychiatry at the Yale 
University Medical School, and a department of mental hygiene 
in the University. Evidently a thoroughly qualified man for 
the task set before him by Secretary Work. As to Dr. Copp, he 
formerly held in Massachusetts the post of Executive Secretary to 
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what is now the State Department of Mental Diseases, was called 
to the department of mental and nervous diseases of the Pennsyl- 
vania Hospital, Philadelphia, the oldest incorporated hospital in the 
country, which he brought to a very high degree of efficiency, and 
then became consultant to the Board of the hospital as to future 
development. Dr. Copp’s experience and excellent judgment, well 
known to Secretary Work, were, we are confident, the reasons 
which led to his appointment on the committee. 

Dr. Smith, an ex-president, like Dr. Copp, of The American 
Psychiatric Association, a man of large experience as a hospital, 
executive, who has planned, or been consulted as to the plans of 
several institutions for mental disorders, now the Provost of the 
University of Indiana, a position to which he was called by reason of 
his well-known executive ability, was another member clearly 
chosen because of the desire to have the weight of his experience 
and judgment for the committee. 

The Texas Representative has a curious idea evidently of the 
functions of a University Provost and an equally curious one of the 
position held in Indianapolis by Dr. Charles P. Emerson, Presi- 
dent of the National Committee for Mental Hygiene, or complete 
ignorance thereof. One is not accustomed to speak of the Professor 
of Medicine in the Medical School of a University as the assistant 
to the Provost, but having set out to prove bias the Texas Repre- 
sentative does not hesitate as to his alleged facts or proofs. 

Of Dr. Mitchell, who was overlooked in the burrowing into the 
careers of the members of the committee we have already spoken. 
His record is such that the Secretary no doubt felt gratified that he 
consented to serve on the committee. 

These are the men whose report the representative from Texas 
will not permit to be spread upon the Record, whom he charac- 
terizes as prejudiced and biased because engaged in the same char- 
acter of work as is Dr. White and members of the same medical 
organizations. 

The American Psychiatric Association is the oldest national 
medical organization in the country. With two changes of name it 
has been in continuous existence since 1844. 

It has a membership of nearly 1300. Its members come from 45 
of the 48 states of the union and the District of Columbia, from 
Hawaii, the Panama Canal Zone, the Philippines, and Porto Rico. 
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It is in reality and has been from the first an international organiza- 
tion, having always had in its membership representatives from 
Canada. From nine of the provinces of British North America, the 
association draws 51 members. 

From its organization it has had as its reason for its existence, the 
education of the profession and of the laity and particularly those 
in authority in all that tends to the better care and treatment of 
mental maladies and to the more scientific study of these conditions. 

It has had a large and far-reaching influence in the organization 
of hospitals for mental disorders and in their conduct and regula- 
tion. It has developed by the work of its members the hospital 
rather than the asylum idea, and has been the agency through which 
practically every improvement in medical care, in nursing, in hos- 
pital construction and management and in the laws governing the 
commitment, detention and treatment of the mentally disordered 
and defective and the regulation of institutions in this country have 
been effected. 

The National Committee for Mental Hygiene, a much younger 
organization, was developed with similar aspirations, but particu- 
larly with the thought of a study of the causes of mental disorder 
and hence their prevention, in the foreground. 

With large sums of money at its disposal it has been able to 
engage in activities, which were beyond the reach of The American 
Psychiatric Association as an organization. It has attracted to its 
membership many of the members of the older organization, who 
by reason of extensive experiences with psychiatric problems have 
been valuable members of the National Committee and have con- 
tributed by their counsel much to its success. 

There are no interlockings nor affiliations except such as would 
naturally result from community of interests and work. 

When the Committee on Statistics of The American Psychiatric 
Association elaborated a plan for uniform statistical tables in insti- 
tutions for mental disorders, the National Committee for Mental 
Hygiene entered into hearty cooperation for it needed in its work 
just the data which such tables would furnish. 

Having funds at its disposal and a statistical staff, it engaged to 
publish and distribute these tables and to publish the figures which 
were returned and in consequence there have been published for 
some time “ Comparative Statistics of State Hospitals for Mental 
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Diseases,” edited by Horatio M. Pollock, Ph. D., Statistician of the 
N. Y. State Hospital Commission, and Edith M. Furbush, Statis- 
tician National Committee for Mental Hygiene. This work has 
been of great value and as more and more hospitals adopt the 
uniform tables, will increase in value. 

The American Psychiatric Association has contributed annually 
for a few years, a small sum to help meet the expense of this work. 
This is the extent of any possible interlocking. 

The National Committee has sent into various states at the 
request of the governors of these states, trained men who have 
made an examination of the state institutions for mental diseases, 
and survey of the state as to the incidence of mental disease or 
defect, presenting a carefully drawn up report with recommenda- 
tions to the state authorities. A short time ago such a survey and 
examination was made in the State of Texas. 

All this explanation and detail is of course unnecessary for the 
majority of our readers, but there may be some who do not under- 
stand the real nature and purposes of these organizations and who 
may be led to believe that they partake, in some of their functions 
at least, of the nature of a labor union for the support and protec- 
tion of their membership and advancement of their interests. 

The representative from Texas charges that there was a packed, 
or as he puts it “ hand-picked,” committee, the nature of whose 
report was known in advance, and which was influenced by bias. 
He does not hesitate to question and criticize the votes of these 
gentlemen, when he knows that he is not permitted to question or 
criticize the vote of a fellow representative in Congress. Freed 
from rule he becomes a rule unto himself. 

His attitude is well characterized by the gentleman from Michi- 
gan (Congressional Record, Dec. 15, 1926, page 512) : 

Mr. Chairman, the gentleman from Texas complains that the Secretary 
of the Interior and the commission that he selected, by training and experi- 
ence, know something about the subject that they were to investigate, I think 
it is not necessary to reply to that kind of an attack. I think it was all right 


among seven investigations to have one investigation made by men who 
knew something about how to run such an institution. 


The representative from Texas not only objects to an intelligent 
investigation by experts, but he proposes in his own inquiries to be 
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investigator, prosecuting attorney, expert as to hospital manage- 
ment and the mental state of the patients in the hospital, and judge. 

We believe that for some years (1909-17) he served as judge of 
a court in Texas. 

We wonder if he permitted trials in his court with such utter 
disregard for the rights of the accused, with such apparent con- 
tempt for orderly procedure, and such seeming disrespect for the 
rules of evidence as have characterized some of the “ hearings ” 
in which he has taken part. Did he permit an attorney who clashed 
with another lawyer upon some point of procedure precedent or 
evidence to invite his opponent outside to settle the matter l’s et 
armis? We trust not. We know courts where such unseemly be- 
havior would bring down upon the offending attorney a fine or 
something more drastic for contempt of court. 

The representative from Texas is unfortunately for himself, for 
the cause of truth and justice, for the best interests of the patients 
at St. Elizabeths Hospital, now and in the future, for the advance- 
ment of scientific psychiatry, laboring under a strong idée pré- 
concue. Like Lucetta in “ Two Gentlemen of Verona” he has: 

“No other but a woman’s reason; 
I think him so, because I think him so.” 

He has formed an opinion as to conditions at St. Elizabeths 
Hospital, and does not propose to examine any evidence to the 
contrary, nor to permit others to do so if he can prevent it. Charging 
bias in others, he exhibits a most extraordinary bias. Not only has 
the committee appointed by the Secretary of the Interior made its 
report, speaking most favorably of the medical work at the hospital 
and the general care of the patients, while pointing out the defects 
in the institutions, the need of modern equipment in certain depart- 
ments, the necessity for additional buildings, and a thorough 
revision of the laws governing the commitment, detention and dis- 
charge of patients, but an agency, appointed by Congress, has also 
made an exhaustive study of conditions at the hospital. 

An act of Congress passed July 3, 1926, “ ordered, directed and 
empowered ” the Comptroller General of the United States to 
“investigate the administration of St. Elizabeths Hospital since 
July 1, 1916, including the administration of the personnel and 
the hospital, all receipts and expenditures, uses of appropriations, 
the expense and manner in which the officials thereof have per- 
formed their duties: the commitment, treatment, release and dis- 
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charge of patients ; and the receiving, safeguarding and disposition 
of funds and property of patients.” Under this act the power was 
given to subpoena and examine witnesses under oath. 

This investigation was undertaken at once and extended con- 
tinuously over a period of five months with from fifteen to twenty 
persons constantly engaged therein. 

What has been the result? Among other things the report said: 

The contact had with the hospital staff as a whole made a distinct impres- 


sion that whole-hearted interest and earnestness pervades the institution in 


the matter of care of patients, and in seeking for causes of mental disorders 
and cures therefor. 


In another place the report says: 


The policy of the hospital, as repeatedly expressed by the superintendent 
and his assistants during this investigation, and as evidenced by examination 
of the records, has been and is to give treatment to all persons suffering 
from mental disorders who are sent thereto by authority of law and to 
make of the institution a leading center in the study of cause and effect 
of all forms of mental disorder and of the treatment thereof. 

The criticism of the Comptroller’s department had to do with 
methods of account keeping in the bookkeeping department and 
office of the chief clerk, with, however, no charges of peculation or 
malfeasance and with methods of handling supplies and personnel. 

It is of interest to learn that the Comptroller’s department agrees 
with Secretary Work’s committee that the laws of the district 
regulating the commitment, detention and discharge of patients 
need revision, that the buildings are overcrowded, and that there is 
urgent need for repairs and renewals. 

Notwithstanding all this the representative from Texas has such 
an antipathy toward Dr. White, that, and we thoroughly believe 
this, “‘ Convinced against his will he is of the same opinion still.” 
We can imagine him chanting, with Dr. White in mind: 


“Non amo te, Sabidi, nec possum dicere quare; 
Hoc tantum possum dicere, non amo te, Sabidi.” 


Cannot a better way appeal to him, can he not rise out of the 
depths of prejudice to higher things? Will he not see the value and 
lasting force of constructive criticism, the waste and ruin which 
follows in the wake of destructive criticism. 

Thus far Dr. White and his staff have emerged unscathed from 
the weeks and months of “ bull-baiting ” attempted coercion almost 
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amounting to the third degree inquisition, to which unscrupulous 
officers of the law sometimes illegally subject suspected criminals. 
Upon the most flimsy foundation, sometimes we suspect upon no 
foundation at all, the most serious charges have been made in the 
halls of Congress, and at so-called hearings. The gossip of the street 
has been retailed as evidence, and when no witness could be found 
to sustain it, indeed when witnesses who had been named appeared 
voluntarily to deny the assertions—no word of explanation or 
apology ever came from the representative from Texas or his few 
adherents and supporters. 

Methods have been employed, and by men some of them supposed 
to be learned in the law, which would not be tolerated in any court 
in the land. 

Cicero long ago said: 

The foundations of justice are that no one shall be harmed, and next 
that the common weal be served.* 

If the representative from Texas really believed that St. Eliza- 
beths Hospital was being improperly conducted he could have 
arrived at the truth in an orderly and proper manner. The govern- 
ment has numerous agencies which could have been summoned to 
his assistance. After months of brow-beating methods and sensa- 
tional statements one of these agencies was directed to make an 
examination extending its inquiries back for a period of 10 years. 
Had this been done in the first instance, untold unhappiness and 
worry might have been saved to the hundreds of friends and rela- 
tives of patients, much unrest and discontent in the hospital and a 
serious interruption of the regular and orderly conduct of hospital 
affairs. 

The recommendations of both the committee named by Secretary 
Work and the Comptroller General’s office agree in a remarkable 
manner with what can be found in the annual reports of Dr. White 
to the Secretary of the Interior. 

He has time after time called attention to many of the very things 
mentioned as desirable in these reports. 

The attention of Congress has been called by him to the archaic 
laws of the District and to the injustice which they worked toward 
those who needed hospital care. 


* Fundamenta justicie sunt, et ne cui noceatur, deinde ut communi utilitati 
serveatur. 
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The representative from Texas has alleged that there is and has 
been collusion between the army and the navy departments and 
Dr. White, whereby officers of the army and navy toward whom 
those in authority had some antipathy could be railroaded into the 
hospital and there detained indefinitely: That patients have been 
sent to the hospital without that due process of the law which in- 
volves “ the judgment of their peers,” 7. e., a jury trial. 

In no country or state with a modern conception of what is 
involved in the treatment of mental disorders is a trial by jury 
requisite to admission to a hospital for the treatment of such 
maladies.* 

We are well aware that in some communities such a requirement 
is still on the statute books, but we are equally well aware that in 
those same communities the treatment of mental disorders lacks 
very many of the essentials deemed necessary in modern practice. 

Patients are summarily sent to hospitals for contagious diseases 
with no thought of jury trial. Lepers are banished from the com- 
munity under what is termed the police power of the state and no 
jury in the world would presume to pass upon the diagnosis. 

The highest courts have again and again passed upon the consti- 
tutionality of the law of New York and other states where a trial 
by jury is not required except upon the demand of the patient or 


*In June, 1923, the legislature of Texas created the Texas Eleemosynary 
Commission, composed of two members named by the President of the 
Senate, two named by the Speaker of the House and five drawn from the 
citizens of the state and named by the Governor. No appropriation was made 
to meet the expense which would naturally be incurred in the study of the 
eleemosynary institutions of the state contemplated in the law creating the 
Commission. The Commission, however, went to work and has published its 
report. We urge the representative from Texas, Mr. Blanton, to study this 
report and to use his influence to the utmost to secure the adoption by the 
state legislature of its very wise suggestions. He will find that the re- 
quirement of a trial by jury to secure admission to a hospital for mental dis- 
orders meets the out-spoken condemnation of the Commission. He will find 
that the National Committee for Mental Hygiene furnished more than 
$10,000.00 to meet a part of the expense incurred by the Commission in its 
work. He will learn that Dr. Kline was invited to make a study of the 
institutions of Texas for mental and nervous cases, and of the laws of the 
state, and has made a report which meets the hearty approval of the Com- 
mission, as we trust it will also meet his. He will find in this report of 
Dr. Kline’s no captious criticism of destructive tone, but a broad spirit of 
helpful suggestion. 
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his friends. Mental disease requires prompt treatment and that 
prompt treatment can only be secured when there are few obstacles 
to ease of hospital admission. 

It is perfectly within the possibilities to enact laws for the Dis- 
trict of Columbia which shall smooth the way to admission to St. 
Elizabeths and at the same time guard efficiently all the rights and 
liberties of the patients. 

Dr. White has had to act under the laws and regulations as he 
found them. He could neither pass upon their constitutionality nor 
their justice. That any collusion has ever existed is undoubtedly 
the figment of some one’s imagination; that any patient has ever 
been received concerning whom there was not clear prima facie 
evidence of the propriety of such reception we take the liberty to 
seriously question. 

We have before us letters from various parts of the country 
animadverting upon the injustice of the treatment meted out to Dr. 
White. No one in any way connected with St. Elizabeths has asked 
us to come to his support or to the defense of St. Elizabeths Hos- 
pital and its administration and we most certainly would not do so 
did we not sincerely believe in the justice and truth of our position 
and in the high standing of both Dr, White and the hospital over 
which he has so long presided with such signal ability and in the 
very great importance of sustaining him in the work he has under- 
taken. We make quotations from two or three of the letters to 
which we have referred. One gentleman, a physician of wide ex- 
perience in psychiatry, says a propos of sustaining Dr. White and 
his work: 


There never was such a fine opportunity as now for the Government to 
make a great contribution to the cause of psychiatry and at the same time 
properly provide for its mentally sick. 


Another, a hospital superintendent, an authority of established 
reputation, a gentleman so modest withal that he will be surprised 


to find himself quoted, speaking of the problem of mental disease in 
the United States, says: 


It seems to me that the Federal Government should take as much interesi 
in this problem—at least—as it does in hog cholera and chicken croup for 
which the Department of Agriculture spends several thousands of dollars 
annually..... Is not the problem of mental disease equally important with 
hog cholera and should not the Federal Government be a leader which should 
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hold the torch before the several states of the country? That has been Dr. 
White’s ideal and I believe that Congress should recognize not only the 
economic importance of the prevention and care of mental disease, but 
should be eager to maintain in the District of Columbia a hospital which 
would establish the highest ideals and the very best practice and would func- 
tion unhampered by political interference. .... I believe that the Federal 
Government should lead the way, and that when we want model laws, model 
buildings and model staffs we should look to St. Elizabeths Hospital. Dr. 
White has gone far on the road to make this vision come true and with 
just a litle understanding and a good deal more appropriation he might 
easily do this. Is it too much to hope that THe AMERICAN JOURNAL OF 
PsyCHIATRY may be one of the means toward bringing this about? 

A third correspondent from a distant state feels that any drastic 


action taken by Congress against St. Elizabeths Hospital or its 
Medical Director 


Would do inestimable harm to psychiatry, undo what has been accom- 
plished over a period of years and would no doubt markedly influence the 
standard of care and treatment throughout the country. (Italics in each 
instance ours.) 


We urge the representative from Texas to read and to ponder 
carefully upon the report of Secretary Work’s committee, a most 
able document, and to consider what has been quoted above from 
our correspondents who are actuated solely by a desire to bring 
about throughout the country a higher standard of study and care 
of mental disorders the consummation of which they and we and 
Secretary Work’s committee believe will be hastened by the example 
of the work at St. Elizabeths. 

The representative from Texas, if he will lay aside his prejudice 
and approach Dr. White in the spirit of a searcher after truth and 
light saying to him “ Come let us reason together” will, we are 
positive, come away from his first conference, if he will listen with 
patience and forbearance and an open mind, anxious for further 
enlightment. If he is anxious to make a name for himself, to go 
before the country and the people of his own state with a record 
of an important work accomplished he will use his utmost endeavor 
toward establishing in the District of Columbia a code of laws 
regulating the commitment, detention and care of persons of 
unsound mind which shall be a model for the whole country. A 
code which while preventing improper commitment, shall encourage 
and facilitate the admission of all cases needing treatment ; which 
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shall open the doors of St. Elizabeths Hospital to all who seek its 
care, as easily as are the doors of general hospitals thrown wide to 
the sick and injured; a code which while protecting the patients 
from injustice and harm shall provide for such supervision, visita- 
tion or inspection as shall at the same time protect the medical and 
nursing staff from unjust and harassing accusations. 

Nearly a century ago (1830) John Conolly, the apostle of non- 
restraint, in his work entitled “An Inquiry Concerning the Indi- 
cations of Insanity With Suggestions for the Better Protection and 
Care of the Insane,” formulated the following propositions: (1) 
That no person who is not insane should be treated as an insane 
person ; (2) that all who are insane should be properly taken care 
of; (3) that the friends of individuals who are insane should be 
able to procure such immediate aid as the case requires; (4) that 
all who are in a sound state of mind should feel that in case of 
becoming afflicted with insanity they would be protected .... ; 
that every means, medical, moral and mental will be patiently and 
perseveringly and scientifically employed for their restoration to 
sound mind. 

No better code can be propounded today. We commend it to the 
attention of the representative from Texas. 

Dr. Conolly had many ideas well in advance of the period in which 
he lived. Among other things he taught that “ every lunatic asylum 
should be a school of instruction for medical students and a place 
of education for male and female keepers.” It will be observed that 
he used the phraseology of his time, lunatic asylum for hospital and 
keepers for nurses. 

There are in this country today far too few places where medical 
men can obtain training and experience in psychiatry and where 
nurses can obtain an all-round training which shall equip them for 
mental nursing. 

There is a crying need for assistant physicians in many localities, 
and this is not wholly due by any means to the lessened numbers of 
medical graduates. Young medical men enter hospitals for the 
benefit of experience and for the opportunity of study under the 
best teachers and the best advantages. 

In too many hospitals for mental disorders, the service has been 
allowed to become a routine one, regular visits to patients, regular 
inspection of wards but no careful clinical study of cases, no real 
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clinical instruction from the chief or some experienced member of 
the staff detailed for that purpose, no laboratory studies and a 
paucity of literature relating not only to psychiatry, but general 
medicine. 

Conferences of the staff for exchange of opinions are unknown, 
or are but formal gatherings to register diagnoses and make out 
classification tables. Opportunities for advancement are few and 
at the end of a year or more the young intern finds himself in no 
way better prepared for practice outside the hospital or even to 
engage in intra mural psychiatric work. 

If he is ambitious, he is disappointed and discouraged, if not he 
easily settles down into a hum-drum routine life of no satisfaction 
to himself or his superiors, of little use to the patients or the hos- 
pital. Men of ambition therefore hesitate to accept positions in 
many of our public hospitals for mental disorders, because of that 
lack of the medical spirit which is found by the intern in our gen- 
eral hospitals. Hence the lack of properly trained men for psy- 
chiatric work for whom there is a growing demand all over the 
country. 

At St. Elizabeths this medical spirit, this hospital atmosphere has 
been developed to a remarkable degree under Dr. White’s initiative 
and direction. Here young men have opportunities for training and 
experience not only in psychiatry, but because of the fact that a 
psychiatric training gives any physician a better insight into his 
patients condition, a training of incalculable value in any medical 
career. Dr. White has so developed the study of intercurrent or 
associated maladies among his mental patients that he has developed 
at St. Elizabeths a clinic of no mean importance in general medi- 
cine and surgery, all of which tends to the better care of all of his 
patients. 

Men have in the past been trained at St. Elizabeths, who have 
taken important positions in other places ; but it is the example set 
by Dr. White’s administration that we desire most to emphasize. 
He has made at St. Elizabeths Hospital, in the words of Dr. Rus- 
sell’s committee, an institution which may well be a “ source of 
pride and encouragement.”” What he has done our large state hos- 


pitals all over the country can do if sufficient public interest can be 
aroused. 
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There are in our hospitals for mental disorders throughout the 
country approximately 400,000 patients ; 80,000 new patients seek 
their care every year. Is not the problem sufficiently large and 
sufficiently important to enlist the services of every right thinking 
man in its wisest solution, rather than to call forth captious and 
destructive criticism which never accomplishes anything. 

We submit this to the thoughtful consideration of the representa- 
tive from Texas. 

A philosopher wrote some time ago, that of all the uncertainties 
of human life the most appalling was the uncertain tenure of reason. 
Is there any work more inviting, more insistent in its call than that 
which shall remove some of this uncertainty, which shall when 


reason is overthrown discover the most efficient means for restoring 
her to her throne; 


E. N. B. 


Association and hospital Motes and Mews. 


THE EIGHTY-THIRD ANNUAL MEETING OF THE AMERICAN 
PsycCH1aTRIC ASSOCIATION.—The time of the next meeting of 
the Association has been fixed for May 31, June 1, 2, 3, 1927, in 
Cincinnati, Ohio. 

The full arrangements for the meeting have not yet been made 
but will be announced in the April issue of the JoURNAL. 


List OF APPLICANTS FOR FELLOWSHIP AND MEMBERSHIP FOR 
1927, THE AMERICAN PSYCHIATRIC ASSOCIATION : 

Trigant Burrow, M.D., Baltimore, Md. 

Charles Whitfield Castner, M.D., Wichita Falls, Texas. 

S. Edward Fretz, M.D., Whitestone, L. 1., N. Y. 

John Holland Cassity, M. D., Washington, D. C. 

Robert Henry Leece, M.D., Palo Alto, Cal. 

William H. Mayer, M.D., Pittsburgh, Pa. 

Ina Moore-Freshour, Yankton, S. D. 

Albert B. Siewers, M.D., Syracuse, N. Y. 

Stewart B. Sniffen, M.D., White Plains, N. Y. 

Hans C. Syz, M.D., Baltimore, Md. 

Alphonse R. Vonderahe, M.D., Cincinnati, Ohio. 

Kenneth L. Weber, M.D., Lima, Ohio. 

Walter James Wellington, M.D., Mamaroneck, N. Y. 

Gregory Zilboorg, M. D., White Plains, N. Y. 


MASSACHUSETTS PsycHIATRIC SOCIETY. OFFICERS ELECTED.— 
At the annual meeting of the Massachusetts Psychiatric Society 
the following officers were elected: President, Abraham Myer- 
son, M. D.; Vice-President, James V. May, M. D.; Secretary- 
Treasurer, Winfred Overholser, M. D.; Councillors, A. H. Pierce, 
M. D.; and George M. Kline, M. D. 


CENTRAL NEUROPSYCHIATRIC ASSOCIATION.—The Fifth An- 
nual Convention of the Central Neuropsychiatric Association was 
held at Cincinnati, Ohio, on October 29th and 3oth. Clinical 
presentations, pathological demonstrations, and addresses were 
made by neurologists and psychiatrists in Cincinnati. The presi- 
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dential address was delivered by Dr. Albert M. Barrett, of Ann 
Arbor, Michigan, on Neuropsychiatric Interrelationships. Dr. 
August Wimmer, Professor of Psychiatry and Neurology of the 
University of Copenhagen, was the guest of honor and delivered 
two addresses, one on The Clinical Aspects of Kleptomania, and 
one on Epilepsy in Chronic Encephalitis. 

Officers for the ensuing year were elected as follows: President, 
Dr. Walter D. Shelden; Vice-President, Dr. Alvin T. Mathers; 
Secretary-Treasurer, Dr. Karl A. Menninger; Councillor, Dr. 
Albert M. Barrett. 
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Book Reviews. 


Problems of Personality; Studies Presented to Dr. Morton Prince, Pioneer 
in American Psychopathology. Boarp or Epirors C. MAcrreE CAMPBELL, 
AND OTHERS. (New York: Harcourt, Brace & Company, 1925.) 


An interesting collection of some twenty-four essays combined as a volume 
of the International Library of Psychology, Philosophy and Scientific 
Method, issued under the general editorial direction of Prof. C. K. Ogden. 
The subject matter of these writings includes an historical review of witch- 
craft, “ Some Medical Aspects of Witchcraft,” by Dr. E. W. Taylor, and a 
number of papers on general psychological topics, psychological philosophy, 
“neuro-psychology,” psychoanalysis—its theory and philosophy—and social 
psychology. The first chapter is an essay by Dr. G. Elliot Smith, in which 
consideration of anthropological evolution leads over into interpretation of 
present culture under the heading “The Thraldom of Catch-Phrases.” 
Vision is identified as the foundation of vertebrate mental power. The 
importance of speech is stressed: “ Man, in fact, is the only living creature 
capable of building up a body of knowledge and tradition.” “ Yet the real 
explanation of how such customs and beliefs develop is the most vital prob- 
lem of mankind. .... The custom of using technical terms and phrases for 
the purpose of evading frank and direct examination of the facts has become 
so serious a menace to the acquisition of a sane understanding of the 
behavior of men... . [as to constitute] the chief obstacle that interferes 
with progress at the present time.” This eminent anthropologist is identified 
with the “diffusionist” school, which is opposed perhaps most ably by 
Prof. B. Malinowski. 

The psychoanalytic papers in the volume include “ Abnormal Psychology 
and Social Psychology” by Ernest Jones; an essay in which McDougall 
criticizes Freud’s “ Group Psychology and the Analysis of the Ego”—‘ My 
verdict is ‘not proven and wildly improbable.’ . . . . I, for one, shall continue 
to try to avoid the spell of the primal horde father and to use what intellect 
I have ....”; and a criticism “The Unconscious in Psychoanalysis” by 
H. H. Goddard. 

On the subject of psychopathological theory there is an excellent paper by 
Dr. Bernard Hart, “The Development of Psychopathology as a Branch of 
Science.” This is a most scholarly conspectus of its subject which should 
receive wide reading. The evolution of certain important conceptions is 
mentioned : dissociation which “ may be regarded as the first-fruit of psycho- 
pathology,” suggestion, the dynamic group including conflict, repression, etc. 
There is a consideration of the Unconscious and the Sex Theories. “ It is at 
least clear that the “ facts” of observation, upon which the Freudian concep- 
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tions are based, are of a very different type to those to which we are accus- 
tomed in other branches of science. .... It is necessary to point out, how- 
ever, that the defect which has been described is not peculiar to the Freudian 
methods, but is to some extent inherent in all psychological research.” “ Many 
of the simpler conceptions of psychopathology, such as dissociation, fail to 
satisfy the canons of science by so small a margin that it can safely be 
neglected. In other conceptions, however, particularly those of the analytic 
schools, the margin is so large that the doctrines of these schools cannot be 
said to have yet attained the standard which science demands. ... . The 
opinion may be ventured that the real need of the moment is the careful exam- 
ination, testing, and perfecting of .... [the weapons of analytic research], 
rather than the fashioning of further structures by their aid.” 

This essay is followed by “ The Subconscious, the Unconscious and the 
Co-Conscious ” by Prof. Knight Dunlap. It is a valuable review of the exist- 
ing situation in regard to these terms, with rather less than his usual polemics 
against the “unconscious mind.” It contains his familiar statement as to 
the “domain of merely physiological reaction,’ which for some reason he 
likes to regard as a comprehensive description of all of the subject matter 
of psychology which is in excess of conscious and sub-conscious reactions. 

There is an essay by Prof. William A. White under the title “ Notes on 
Suggestion, Empathy, and Bad Thinking in Medicine,” and one on “ Sugges- 
tion and Personality” by William Brown. The former very readable essay 
has a bibliography of fifteen papers; the latter digests Dr. Brown's well- 
known views. Dr. Smith Ely Jelliffe contributes on “ Unconscious Dynamics 
and Human Behaviour: A Glimpse of Some Inter-Relationships of Structure 
and Function.” It is one of those intensely interesting products of our broad- 
visioned colleague, in which he discusses the biological conception of psycho- 
pathological principles. He includes a case report in which an endocrin 
disorder was the presenting symptom and concludes: “ We, as physicians, 
must first straighten out her ethical conflict. Removing her thyroid does not 
ae What happens afterward, even if the thyroid be removed? 
Will it be morphine, alcohol? Will it be ‘bridge’ and a round of hideous 
attempts at forgetting? Will she go to the devil or will she be an exile 
.... ?” A bibliography of twelve titles is appended. 

Dr. J. Ramsay Hunt contributes “ The Static and Kinetic Representations 
of the Efferent Nervous System in the Psycho-Motor Sphere.” This essay 
seems to be a rather comprehensive review of the position to which his 
studies and speculation have brought him. While we can scarcely agree that 
the duplex enervation of striated muscle fibre is established, his emphasis on 
the relation of posture and “ psychokinetic and psychostatic” manifesta- 
tions is both interesting and very promising. The study includes a section on 
stereotyped movements and attitudes in “ dementia precox.” Nothing in par- 
ticular is contributed to our knowledge of schizophrenia by this section. 
L. H. Horton contributes a long paper on Dr. Prince’s concept of the neuro- 
gram. This is an interesting review of certain physio-psychological theories 
with great emphasis on the promise which he sees in the neurographic hypoth- 
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esis which he believes will be “the ‘thread of Ariadne’ long needed for a 
successful penetration into the secrets of the labyrinth we call Mind.” It is 
gratifying to note that he looks for this development somewhere in the future. 
Prof. Janet contributes “On Memories Which Are too Real”; Prof. G. M. 
Stratton on “ An Experience During Danger and the Wider Functions of 
Emotion.” There is a paper by Dr. Chas. S. Myers on “ The Association of 
Psycho-Neurosis with Mental Deficiency,” in which he stresses the value of 
even limited psychotherapeutic work in patients showing this combination. 
Dr. Jung contributes a discussion of his doctrine of Psychological Types: 
MacCurdy reprints a 1916 paper entitled “ The Metamorphosis of Dreams” ; 
and Prof. H. S. Langfeld presents an interesting essay on “Conflict and 
Adjustment in Art.” “. ... man is not freed from his conflicting impulses, 
whether conscious or unconscious, merely by giving them voice... .. A 
work of art may not always be a permanent release even for those conflicts 
which were the cause of its inception. And, finally, art cannot be....a 
complete substitute for life.” 

Bearing directly upon the problem of Personality, Prof. Campbell reviews 
“Recent Contributions to the Study of the Personality”; Prof. Claparede 
discusses the question “ Does the Will Express the Entire Personality? ”’; 
and Prof. Roback gives an essay on “Character and Inhibition.” These 
essays should certainly be read by all those interested in psychopathology. 
They are much too replete with valuable thoughts to permit of abstracting. 
Dr. Roback’s paper is an excellent review of historic and current views on 
the subject of Character. We may be startled by an italicized statement : 
“There is no character to the insane” but his stressing of Inhibition as the 
key to the concept of character seems sound. 

A volume of some 420 pages, rather catholic in its subject matter, but 
containing contributions which should come to the attention of all those 
interested in psychiatry. 

Harry STAcK SULLIVAN, 
Sheppard and Enoch Pratt Hospital. 


Psychologies of 1925: Powell Lectures in Psychological Theory. Clark Uni- 
versity, Worcester, Massachusetts. (The Clark University Press, 1926.) 


Prof. Murchison says in his preface to this volume: “ We have here a 
genuine cross-section of contemporary theoretical psychology.” While there 
is a woeful gap in this volume, the six divisions of psychology which receive 
attention are in general very well summarized in the lectures which the book 
publishes. Behaviorism, the Dynamic Psychology of Woodworth, the 
Psychology of Gestalt, Purposive Psychologies of Prince and McDougall, 
Reaction Psychology, and the Psychologies Called “Structural,” are the 
general divisions of its contents. 

Watson contributes three papers: “ What the Nursery Has to Say About 
Instincts,” “ Experimental Studies on the Growth of the Emotions,” and 
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“Recent Experiments on How We Lose and Change our Emotional Equip- 
ment.” W. S. Hunter gives a paper on “ Psychology and Anthroponomy.” 
In these four papers, Behaviorism sets forth its case and reveals its strength 
and weaknesses. The style of all these contributions makes for facile 
reading. 

Prof. Woodworth’s paper is a very calm scholarly résumé in which a 
remarkable number of the controversial grounds in current psychology are 
subjected to scrutiny and the importance of dynamic conceptions is stressed. 

Three papers of excellent quality are contributed by Professors Koffka 
and Kohler: “ Mental Development” by the first named, “ Intelligence of 
Apes” and “An Aspect of Gestalt Psychology” by the latter. The last 
mentioned is a study of the relation of the Gestalt Psychology to visual 
precepts, but this limitation of its subject matter does not interfere with the 
exposition of a number of valuable considerations. 

Dr. Prince writes on “ Three Fundamental Errors of the Behaviorists and 
the Reconciliation of the Purposive and Mechanistic Concepts,” “ Awareness, 
Consciousness, Co-Consciousness, and Animal Intelligence, from the Point 
of View of the Data of Abnormal Psychology—a Biological Theory of 
Consciousness,” and “ The Problem of Personality: How Many Selves Have 
We?” The material which he uses from abnormal psychology is scarcely 
as extensive as a psychiatrist might desire. Prof. McDougall contributes two 
papers under the heading “ Men or Robots?”; in these he does considerable 
damage to the “S. B.,” and other behaviorist groups. 

Prof. Knight Dunlap, writing on “ The Theoretical Aspect of Psychology ” 
and “ The Experimental Methods of Psychology,” provides a most commend- 
able review of his subject matter. It is clearly and convincingly presented 
and the reading of it will go toward dissipating several widespread misap- 
prehensions. The same author contributes on “The Applications of 
Psychology to Social Problems.” This is a paper of amazing scope, strongly 
to be recommended to sociologists. 

Prof. Madison Bentley contributes two historical papers on structuralists, 
their history and theories, and “ The Psychological Organism.” 

The preface includes “ We at Clark hope that it is the beginning of a series 
of cross-sections appearing at five- or ten-year intervals.” For the student 
of psychopathology, this volume is of extraordinary value and he can sub- 
scribe most heartily to Prof. Murchison’s hope. Psychologists are still justi- 
fied, I suppose, in taking very little from the field of the abnormal into their 
purview. Psychopathologists have not developed such a group of vigorous 
“ schools” as have the psychologists. It seems, however, as if the publication 
of a series of lectures of similar inspiration by the leaders in psychopathology 
might soon be achieved. The two volumes would then be indispensable to 
serious students of human affairs. 

Harry Stack SULLIVAN, 
Sheppard and Enoch Pratt Hospital. 
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The Physiology of Mind. An Interpretation Based on Biological, Morpho- 
logical, Physical and Chemical Considerations. By Francis X. Dercum, 
M.D., Ph.D., Professor of Nervous and Mental Diseases in the Jefferson 
Medical College, Philadelphia. Second edition, Reset. (Philadelphia, 
etc.: W. B. Saunders, 1925.) 


“To the writer it has seemed that al! of the phenomena embraced in human 
experience . ... must be approached from the standpoint of cold, unemo- 
tional, scientific observation and analysis.” So saying, Prof. Dercum informs 
us that in the case of selective activity in protozoa “ Evidently they are merely 
the result of the physical (or physico-chemical)—or to state it in other 
words, of the electromagnetic—reactions of the protoplasm of ameba 
with the material of the foreign body.” [All italics are reviewer’s.] And 
thus throughout some 270 pages he disposes of all things mental, for he has 
come to “the realization that the ‘ physiology of mind’ embraces what is 
ordinarily meant by ‘psychology.’ In any event psychology can only be 
regarded as a department of brain physiology [and] .... there is an 
inherent objection to the term psychology....,” although “the 
psychology of insanity is a legitimate field of scientific inquiry” either 
because “ psychoanalysis .... is a cult, a creed, the disciples of which 
constitute a sect” or else because of “the evident and grossly patent fact of 
the biological inferiority of the neurotic and the insane.” 

Pathways of the transmission of “ impacts”—chemical, contact, coarse 
movement and vibrations of the surrounding medium, light and heat; the 
differentiation of receptors and of methods of response; the paleoencephalon 
with fixed invariable responses, and the neo- or telencephalon with variable 
and adaptable responses; and the “ ameeboidism of the neurone ”—these are 
introductory topics. “ Many studies have been made as to the time lost in 
the passage through gray matter of various reflexes and it would appear 
that the simpler the reflex the shorter the reaction time. .... The time 
consumed is evidently lost in some physical process. ... . The position of 
neurones and their relations to each other are, as we have seen, determined 
by the principle of neurobiotaxis . . . . the dendrites are directed or, rather, 
are drawn toward the sources of stimulation. .... No doubt the trans- 
mission, the diffusion, of an impact, to definite neurones, is determined by 
neurobiotactic principles, and in this is to be found the explanation of ‘ asso- 
ciation.’ . . . . Doubtless the tendency in the primitive nervous system was 
to a general diffusion of impacts, but automatically, as in the instance of the 
establishment in the fish of the common effector paths concerned in swimming 
as a result of the common action of the receptors of smell, sight and hearing 
in determining the approach of the fish to food [“ . . . . the fact remains, I 
think, beyond reasonable doubt that the approach or retreat of the fish in 
response to olfactory impressions is a purely automatic phenomenon. When 
we turn our attention to the eye, the ear, and the lateral line system of the 
fish, other important and interesting facts suggest themselves ... .”], so 
impacts entering the cortex by way of the organ of hearing would probably 
diffuse more readily towards the cortical areas for vision than to those of 
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touch, smell or taste, inasmuch as in the higher vertebrates impacts of sight 
and sound from a given source are very frequently simultancous. That there 
should be a lowering of thresholds between simultaneously aroused groups of 
neurones would naturally follow .... ,” etc., which still leaves the reviewer 
in doubt as to why synchronous stimulation of several special senses does 
not necessarily lead to something other than amazement in man, or why the 
flying fishes play in Mandalay. However, when we learn that “ Evidently 
a series of neurones in relation with a receptor will intensify the impressions 
impinging upon the latter,” we realize that our trouble arises in our one-track 
mind, which still functions at a four-dimensional level—a bit useful in 
psychology perhaps, but of no value in “ brain physiology,” where it is no 
longer a matter of cart before or after the horse, but one of the horse before 
and after the cart, at the same time. For that matter the author tells us 
“similar vagaries of neurone activity doubtless lie at the basis of such 
abstractions as the fifth and sixth dimensions of space ’—not to mention 
brain-mythology—and “ That the forces of the latter [the inorganic world] 
are dependent upon and inherent in the structure of matter, that is, inherent 
in the very structure of the space-time continuum itself, is clearly revealed 
by Einstein’s interpretation, and the inclusion of the problems of living 
matter in the same category robs the latter of much of its mystery.” 

“The Electrical Character of the Transmission,” Chapter VI, like most 
of the other chapters, begs all the questions before our author. Kapper’s 
“ neurogalvanotaxis” provides “a ready explanation not only of the behavior 
of dendrites and cell-bodies, but also of the course taken by the 
axones .... [in fact] synapses .... have all the force and value of the 
Pupin inductance coil . . . . [not to mention thermionic vacuum tubes.] ” 

“ Consciousness” (Chapter VII) “is itself a phenomenon of cortical trans- 
mission. . . . . General retraction of neurones must mean absence of func- 
tion, must mean unconsciousness, must mean sleep.” As to the Field of 
Consciousness, besides phylogenetically established modes of reaction, “ other 
phenomena apparently instinctive are doubtless due to the mere physical 
reaction of the organism to the environment as pointed out by Jacques Loeb. 
In these reactions, likewise, the responses being fixed, they play no rdle, or 
at most, an indirect rdle in consciousness. ... . ” It is pleasant to find, how- 
ever, that Dercum admits “ conscious processes” in wasps, etc. [p. 183] even 
if “in the human infant the stereotropism eventuates . .. . in the love of 
child for the mother. .... ” [p. 191.] 

“The facts in regard to the telencephalon and the thalamus may be briefly 
related as follows: Consciousness is the property of the neurone actually 
engaged in the train of transmission through the cortex. This is the ‘ con- 
scious field.’ . . . . Further, all consciousness is attended by ‘ feeling,’ using 
this word generically to embrace the entire range of sensations: first, the 
special sensations . . . .; secondly, various basic feelings such as hunger, 
thirst, the sexual feelings ; thirdly, various generalized feelings, the result of 
the interaction of the nuclear aggregations of the thalamus among each other, 
such as comfort, discomfort, well-being, and various special feelings such 
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as fear and anger; lastly, more complex emotional states the results of the 
interaction of the cortex with the thalamus.” “ Not only does the degree of 
the thalamus and of the corticle development and the interplay of these two 
structures play a role in gross crimes, such as murder, assault, arson, but 
also in theft, dishonesty, deception, and, in fact, in all breaches of the social 
laws and conventions” [p. 200]. 

Suffice this as illustrating the style, terminology, matter, logic and science 
of this book. To our author much that puzzles the research man seems to be 
transparent; e. g., “The mystery of the cerebellum largely disappears 


. ,”’ and again “There is another area of the brain... . apparently 
situated in the frontal lobes. ... .” 

Chapter XVIII, “ Addendum,” “The Pathological Physiology of Mind” 
settles the problems of psychiatry (e. g., “ Dementia precox is essentially an 
affection of endogenous deterioration. . . . . Suffice it to say that the facts 
in our possession point clearly to a progressive biological deterioration in 
which among other things, endocrin failures and exhaustion play prominent 
roles”), and Chapter XIX, “ Appendix,” “ Freudism,” settles the psycho- 
analysts. Sic transit gloria mundi! 

Harry Stack SULLIVAN, 
Sheppard and Enoch Pratt Hospital. 


